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The death toll from AIDS continues to rise in the United States. As 
of May 1, 1995, 441,528 cases of AIDS had been recorded in the U. S. One of 
the most powerful ways to control the spread of this disease is prevention 
education. 
In 1988, Oregon passed OAR 581-22-412 requiring implementation 
of HIV/AIDS education as a part of a comprehensive health education 
program throughout grade levels K-12. The Oregon Department of 
Education and the Oregon Health Division produced a curriculum and 
implemented a statewide inservice program in 1988. There has been no 
uniform statewide training since then, nor have implementation 
practices been monitored consistently. 
Sixth grade is a pivotal time in childhood when children are 
passing through puberty into adolescence. Sixth grade may be placed in a 
middle school with a health specialist, or in an elementary school with 
no health teacher. This grade may be the final opportunity for 
intervening before students adopt behavior patterns which may lead to 
HIV/AIDS. 
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I. INTRODUCTION 
Background of the Study 
As of December 31, 1994, 441,528 cases of AIDS had been recorded in 
the United States (Centers for Disease Cointrol and Prevention, 1994a). 
Because of the latency period between exposure and AIDS diagnosis, it 
was estimated that at least ten times that numberover four million 
peopleare currently infected with HIV, the virus which causes AIDS. Of 
those individuals diagnosed with full-blown AIDS, 6,209 were children 
persons under age 13 at the time of diagnosis (Duchene, 1995). A total of 
3,405 children under age 15 have died of AIDS (Centers for Disease 
Control and Prevention, 1994b). 
There is no cure for AIDS. The prospects for the development of a 
cure in the near future are poor. Those who are currently infected are 
expected to die within ten years. That number of currently infected or 
diseased persons is more than five times the number of U.S. citizens who 
died in the Civil War, World War I, World War II, the Vietnam War, 
and the Korean War combined (560,000). The cumulative mortality total 
is greater than three times the number of Americans who died in the 
Vietnam War (Esborn, June, 1993). 2 
As of May 19, 1995, there were 3,062 individuals living in Oregon 
who were infected with AIDS. Ten of those Oregonians were teens, and 
there were currently 12 children under age 13 with full-blown AIDS in 
Oregon (Oregon Health Division, 1995). Since physicians are not required 
to report HIV diagnosis, there was no current estimate of how many teens 
were infected with HIV but not yet diagnosed with full-blown AIDS 
(Klockner, 1995). Therefore it was impossible to give a figure representing 
the exact number of youths who were currently infected with HIV. 
Our only weapon in the battle with this epidemic is education 
(Koop, 1987, Fall; White & Ballard, 1993). School educators have the 
ability to reach 95% of the nation's youth (Kerr et al., 1989). Yet our 
current educators have never lived through an incurable epidemic 
(Popham, 1993). Today we depend on vaccines for protection against 
polio, pertussis, rubella, hepatitis B, and tetanus. We have controlled 
conditions which led to the epidemics of the last century: yellow fever 
and malaria. We have witnessed the eradication of smallpox. Other 
sexually transmitted diseases, such as herpes and human papillomavirus, 
can be treated and do not result in death. We have become casual about 
sexually transmitted diseases and have developed a mind-set that science 
can and will develop a cure for any infectious disease. Therefore it has 
been difficult for educators to comprehend how urgently we need an 
educational intervention to halt the spread of HIV/AIDS. 
Implementation of HIV/AIDS education should not be postponed 
until the high school years. Some young teens are already engaging in 
sexual activity and using injection drugs before they enter high school. 
Some of the students most at risk leave school before completing high 3 
school. The high drop-out rate for the 1993-1994 school year showed a 6.6 
percent increase (Koscher, 1995). Early intervention may help these young 
people protect themselves. 
The Purpose of the Study 
The purpose of this study was to investigate the extent to which 
sixth-grade teachers are implementing the HIV/AIDS Oregon 
Administrative Rule (OAR) which requires K-12 HIV/AIDS education, 
and to determine what factors or combination of factors either positively 
or negatively affect implementation. The major factor of interest was 
whether or not there is a relationship between implementation and 
preservice and/or inservice training. 
The Population of Interest in This Study 
The population selected for this study was teachers employed to 
teach sixth-grade students in Oregon public schools during the period of 
1993-1994. These teachers may hold a license for teaching elementary 
grades (K-8) or secondary grades (5-12) or K-12. In addition to the initial 
teaching license, a sixth-grade teacher may hold one or more 
endorsements which permit the teaching of a specific subject area such as 
science, mathematics, language arts, or physical education. 4 
This population was selected because of the unique nature of the 
sixth-grade classroom. Here students are in transition from the self-
contained classroom of elementary school (usually K-5) to the multi-
subject, multi-classroom, multi-teacher environment of junior 
high/middle school. Sixth-grade students are still in pre-adolescence and 
usually have not engaged in the risk behaviors that result in the 
transmission of HIV (Brown et al., 1990). Teachers in these grades take 
responsibility for the bulk of the curriculum including HIV/AIDS 
education and are therefore in a unique position to influence these pupils 
at an opportune time in their development. 
Questions Addressed by this Study 
These were the questions addressed by this study: 
1. To what extent are teachers of sixth-grade pupils implementing 
the OAR requiring comprehensive age-appropriate HIV/AIDS education? 
2. What is the relationship between teacher training for HIV/AIDS 
education (preservice or inservice) and implementation? What other 
factors positively or negatively influence the implementation of sixth-
grade HIV/AIDS education? 
3. Is implementation related to the population density of a 
geographic region? Is implementation being routinely neglected in low 
density populations or in high density populations? 
4. Is there a combination of factors which will predict HIV/AIDS 
education implementation? 5 
Hypotheses 
The central null hypotheses addressed in this study were: 
1101: There is no relationship between the number of hours 
duration or content elements of a sixth-grade teacher's 
preservice HIV/AIDS education training, and his/her 
HIV/AIDS education implementation in the sixth-grade 
classroom. 
1102: There is no relationship between the number of hours 
duration or content elements of a sixth-grade teacher's 
inservice HIV/AIDS education training, and his/her 
HIV/AIDS education implementation in the sixth-grade 
classroom. 
1103: There is no relationship between the implementation of 
HIV/AIDS education in sixth-grade classrooms related to 
population density of the community in which any given 
sixth-grade classroom is located. 
H04: There is no difference in the implementation of HIV/AIDS 
education in sixth-grade classrooms related to the political 
leanings of the community in which the sixth-grade teacher 
is employed. 
H05: There is no difference in the implementation of HIV/AIDS 
education in sixth-grade classrooms related to the political 
leanings of the sixth-grade teacher. 6 
H06: There is no difference in the implementation of HIV/AIDS 
education in sixth-grade classrooms related to the resources 
available in the community. 
H07: There is no difference in the implementation of HIV/AIDS 
education in sixth-grade classrooms related to the religious 
philosophy of the sixth-grade teacher. 
H08: There is no relationship between implementation of 
HIV/AIDS education and maintenance of educational ties 
with a teacher education institution. 
H09: There is no relationship between implementation of 
HIV/AIDS education and maintenance of a relationship 
with a mentor teacher at a teacher education institution. 
I-1010: There is no relationship between HIV/AIDS education 
implementation and the sixth-grade teacher's professional 
affiliations. 
H011: There is no relationship between HIV/AIDS education 
implementation and whether or not a sixth-grade teacher 
regularly reads professional journals. 
He12: There is no relationship between HIV/AIDS education 
implementation and level of academic achievement 
attained by the teacher. 
H013: There is no relationship between HIV/AIDS education 
implementation and endorsements held by the sixth-grade 
teacher. 7 
H014: There is no relationship between HIV /AIDS education 
implementation and age, gender, or marital status of the 
sixth-grade teacher. 
The Basic Assumptions In This Study 
The basic assumptions in this study were: 
Training is a factor in improving teacher performance 
(Blackburn, 1992; Gusky, 1985; Harris, 1980; Lambert, 1992; 
Showers, 1990). 
Training does not guarantee improved performance 
(Southerland & Hardin, 1992; Swan & Gilman, 1992). 
Implementation of a new curriculum requires training 
(Bishop, 1987; Levinson-Gingiss & Hamilton, 1989; Swan & 
Gilman, 1992). 
As with all survey research, teachers will carefully read and 
honestly answer the questions (Diliman, 1978). 
Based on those assumptions one may conclude that teachers who 
have received HIV/AIDS Education training are 
a) actually implementing the HIV/AIDS curriculum, 
b) including more components of the State HIV/AIDS curriculum 
than are untrained teachers. 8 
Limitations of the Study 
The study was limited to sixth-grade teachers who were listed as 
teaching in the State of Oregon during the 1993-1994 school year. Due to 
the way this teacher information is processed (it is submitted by 
administrative staff rather than by the individual teachers themselves) 
there are errors in the database from which the sample was drawn. The 
database included only classroom teachers assigned to work in an 
elementary school self-contained classroom or who were assigned a 
special subject in a team teaching arrangement in a sixth grade in a 
middle school. Teachers licensed in a specific subject and who taught 
elementary or middle school students in more than one grade (for 
example, counselors and librarians) were not included. A number of the 
teachers in the random sample had retired or taken a leave of absence and 
were unavailable to participate, or had moved and could not be located. 
Another limitation of the study was that there was no way of 
ascertaining whether or not the teacher to whom the survey was 
addressed was the one who actually completed and returned it. There 
were several instances where the gender or birth year of the subject did 
not agree with that of the original database. In those cases, one can deduce 
that the survey was not completed by the original addressee. However, 
not all teachers completed the demographic data and the researcher was 
unable to ascertain inconsistencies in those instances. In some cases, 
when teachers had transferred to another school or district, the survey 9 
was forwarded to the new address. It was no longer possible to ascertain 
the population density of that teacher's employment location. 
Names of teachers who taught grades K-6 or grades 6-8 in a special 
subject area such as health, languages, or music had been excluded from 
the database and not available to the researcher. Therefore, the researcher 
did not have access to the full population of teachers interacting with 
sixth-grade pupils. 
Lastly, the timing of the survey was early in the school year, and 
teachers were dealing with the many tasks of organizing their classes. It is 
possible that those who did complete the survey and returned it early in 
the process (early responders) did not carefully read the questions. This 
limitation is addressed further in Chapter IV. 
Definition of Terms 
For the purpose of this study, the following terms are defined as 
follows: 
HIVHuman Immunodeficiency Virus, the virus which causes AIDS 
AIDSAcquired Immune Deficiency Syndrome. AIDS is a 
constellation of illnesses which result from the body's inability 
to fight disease. 
CertificationA graduate of a teacher education program could apply 
to a state for a teaching certificate. This term has been replaced 
by the term "license" in Oregon. 10 
CDCCenters for Disease Control and Prevention. This federally 
funded organization tracks the spread of disease in the US. 
Elementary SchoolA school encompassing grades kindergarten or 
first grade through fifth or sixth-grade. Some elementary 
schools include all grades prior to high school which begins at 
grade nine. 
EndorsementA grade or subject area in which a teacher is licensed to 
teach. Secondary endorsement is a second endorsement in 
another subject or grade level. One may secure the secondary 
endorsement by taking a standardized examination. 
ESDEducational Service District. ESDs provide curriculum materials 
to district schools. The ESD is the evaluation center which 
provides standardized testing in the schools. 
ImplementationThere are nine content areas in the sixth grade 
HIV/AIDS education curriculum (AIDS: The Preventable 
Epidemic). Those content areas are as follows: 
a. How HIV is transmitted, 
b. Effect of HIV on the immune system, 
c. Characteristics of HIV infection and/or AIDS, 
d. High-risk behaviors leading to HIV infection, 
e. Low-risk behaviors leading to HIV infection, 
f. Prevention behaviors, 
g. Infection control methods and procedures, 
h. How to deal with an HIV infected student or staff member, 
i. Social implications of the AIDS epidemic. 11 
ImplementersFour of those content elements encompass the basic 
information needed to prevent the spread of HIV infection. 
That information comprises how HIV is transmitted, how HIV 
is not transmitted, and how HIV infection can be prevented 
(Holberg Kuttner, 1992). The four curriculum content elements 
which best reflect the basic information are elements a, d, e, and 
f. Implementers are therefore defined as teachers who report 
that they are teaching all four of those content areas. 
Injection DrugsDrugs which are administered by injection into a 
muscle, vein, or under the skin. Injection drug use (usually 
understood to be illegally obtained drugs) is characterized by the 
sharing of syringes and is one of the primary ways HIV is 
spread. 
InserviceAny voluntary as well as mandated or supported 
continuing education or training pursued by a practicing 
teacher. 
Junior High SchoolA school encompassing grades seven through 
nine. 
LicenseA certificate enabling a qualified individual to teach in 
public schools. This is a new term for the old "teaching 
certificate." A licensed teacher may hold several endorsements 
in specific subjects. 
Middle SchoolA school encompassing grades six through eight. 
Non-ImplementerSurvey respondents who answered the questions 
regarding the curriculum elements they were teaching, but who 12 
answered negatively to at least one of the four elements which 
defined an implementer (elements a, d, e, or f.) 
PreserviceFormal preparation which leads to an individual's 
meeting requirements for teacher certification in a particular 
state. Preservice also refers to that preparation which takes place 
in a college or university prior to initial licensing. 
Population DensityElementary and middle schools located in 
densely populated areas tend to feed their graduates into large 
high schools. High schools are classified into sizes by the Oregon 
High School Athletic Association. The high schools are 
classified from largest to smallest as follows: AAAA, AAA, AA, 
A. It was not always possible to determine the population 
density of the area in which a sixth-grade teacher was working. 
But by determining the size of the high school where his or her 
pupils will ultimately enroll, one may roughly estimate the 
population density of the community. 
Primary CertificationNow called a teaching license. Formerly it 
referred to the discipline in which a teacher received the most 
training. This was usually a subject area such as language, 
music, or industrial arts. However, many elementary teachers 
hold degrees in elementary education and are licensed in that 
specialty. 
Professional developmentActivities pursued by a teacher to 
improve her/his teaching skills. 13 
OHDOregon Health Division. This arm of the Oregon Division of 
Human Resources tracks the spread of disease as well as 
fostering prevention education in the state. 
Secondary Certificationsee endorsement. 
Staff DevelopmentTeacher and staff education activities organized 
for a whole school or district. Staff development differs from 
inservice training in that it has long term goals which may be 
implemented in steps and measured over several years. 
STDSexually transmitted disease. An STD is a disease which can be 
transmitted as a result of intimate sexual activity. 
Teacher CertificationA license granted by a state permitting an 
individual to teach at specific grade levels. This term is obsolete 
and has been replaced by the term teaching license. In some 
circumstances, an emergency license may be granted on a 
temporary basis. 14 
II. REVIEW OF THE LITERATURE 
Introduction 
Much of the literature on HIV/AIDS prevention education has 
concentrated on youth and adolescent behaviors (Edge, 1995). There is 
very little research conducted which would determine the necessary 
elements in the preparation of teachers so that they may address the vital 
elements of HIV/AIDS education: those of youth behaviors. While 
Oregon has allotted funds for curriculum development and revision, the 
necessary elements of teacher training and support are less than adequate. 
As teachers gain experience with an innovation, they become more 
outwardly focused on teaching tasks and on learner needs. If their 
concerns are not addressed at the time they arise, through appropriate 
training, passage to the next developmental level may be impaired 
(Levinson-Gingiss & Hamilton, 1989). This chapter describes what 
various states in the country have done regarding implementation of 
HIV/AIDS education, barriers to implementation, and other factors 
affecting implementation. 
States' Educational Responses to HIV/AIDS 
In response to the increase in risk behaviors among school-aged 
youth, the epidemic spread of HIV, and the lack of a cure for AIDS, all 
fifty states have adopted some sort of HIV/AIDS education program 15 
(Britton et al., 1992). These programs differ in many ways. Some states 
recommend but do not have a legal mandate for HIV/AIDS education 
(Colorado, Kentucky, Maine, Massachusetts, Mississippi, Missouri, 
Montana, Nebraska, North Dakota, Ohio, Texas, Wyoming). Some states 
have a legal mandate but not at all grade levels (Alabama, Arizona, 
California, District of Columbia, Florida, Hawaii, Illinois, Indiana, Iowa, 
Louisiana, Maryland, New Hampshire, North Carolina, Pennsylvania, 
Rhode Island, Utah, Virginia, Washington, West Virginia). States with 
both a legal mandate and a policy recommending K-12 HIV/AIDS 
education are Alaska, Connecticut, Delaware, Georgia, Kansas, Nevada, 
Oregon, South Dakota, Tennessee, Vermont, and Wisconsin. (See "State 
Profiles," Appendix A.) 
Program delivery varies from state to state, district to district, and 
from school to school within the various districts. State requirements do 
not always specify the exact extent of district implementation of 
HIV/AIDS education (Holtzman et al., 1992). Curriculum content, teacher 
preparation, community involvement, program monitoring and 
evaluation, and amounts of funding are all variables which affect the 
success or failure of those programs. In Oregon, for example, the AIDS 
education requirement is broad. It requires age-appropriate HIV/AIDS 
education every year. Some districts meet this requirement with a yearly 
assembly. Others have detailed curricula and materials for each grade 
level (Trujillo, 1995). 
Another way that HIV/AIDS education varies among states is in 
the distribution of funds. A 1990 national survey of a 2,150 randomly 
selected school districts (conducted by the National School Boards 16 
Association, the CDC, and the American Association of School 
Administrators) examined the way HIV/AIDS education is managed at 
district levels (Holtzman et al., 1992). The study found that while two-
thirds of the districts allocated funds for HIV/AIDS education, only 21% 
of those funds were earmarked for teacher inservice. Of the total funds for 
HIV/AIDS education, 49.8% were used to purchase materials and 22.5% 
were allocated for curriculum development. One quarter of the districts 
in the above cited survey reported that they had provided no HIV 
education for any school district personnel within the year prior to the 
survey. 
National Trends In HIV/AIDS Education Preparation 
There are no national standards for preparing teachers to 
implement HIV/AIDS education. National education organizations as 
well as state and local education officials believe a minimum of 12 hours 
preparation is needed for teachers to be successful HIV/AIDS educators 
(General Accounting Office, 1990). Districts funded by the Centers for 
Disease Control and Prevention provide more teacher training (median 
12 hours) than do other districts nationwide (median 7 hours) (General 
Accounting Office, 1990). A federally funded national study found that by 
the end of the 1988-89 school year, only about twenty percent of teachers 
responsible for HIV/AIDS education had received training. Twelve 
percent of school districts requiring HIV/AIDS education had provided 
no training at all. The General Accounting Office cited several reasons for 17 
lack of training including lack of money and lack of inservice days 
(General Accounting Office, 1990). 
Ideally, HIV/AIDS education should be a part of teacher education 
programs which prepare health education specialists (Britton et al., 1992; 
Cinelli et al., 1992), if not all teacher education programs (Futrell, 1988; 
Holberg Kuttner, 1992). Regular inservice to update teachers' information 
and skills in HIV/AIDS education should be provided and required 
(Britton et al., 1992; Sparks, 1995). These inservice programs should 
include information on policies/guidelines for confidentiality, grade 
level appropriate HIV/AIDS education, school attendance of HIV infected 
students and staff, and blood and body fluid handling (Kerr et al., 1989). 
The US Department of Health and Human Services recommends that 
those who teach about AIDS should receive continuing education about 
AIDS to assure that they have the most current information about means 
of controlling the spread of HIV, including the most effective health 
education interventions available (Centers for Disease Control, 1994). 
According to Kerr (Kerr et al., 1989), other topics that should be addressed 
include homosexuality and bisexuality, STDs, risk behaviors which lead 
to transmission, injected drug use, safer sex practices, communicating 
with a partner about HIV, and death and dying. Additionally, faculty 
should be trained to utilize all learning domains in implementing 
curricula (Britton et al., 1992). Finally, teachers should be provided 
materials and techniques for infusing HIV/AIDS education into various 
subjects other than health (Holberg Kuttner, 1992). 
As of 1990, 12% of school districts nationwide that required student 
HIV/AIDS education provided no teacher training (General Accounting 18 
Office, 1990). Eighty-three percent received some training but it was less 
than adequate (General Accounting Office, 1990). At present in Oregon, 
there is no state requirement for HIV/AIDS education as a prerequisite 
for teacher certification (Britton et al., 1992). The SIECUS study on 
HIV/AIDS education for schools rated the HIV/AIDS education training 
or preparation that was provided to teachers as "poor," "adequate," or 
"excellent" (Britton et al., 1992). Oregon's teacher training was rated 
"poor." Recent trends in HIV/AIDS education have been to concentrate 
on youth behaviors. More attention to teacher training efforts are needed 
(Edge, 1995). 
Educating the Educators 
Historically, inservice education and staff development functioned 
reactively rather than proactively. This practice came about as a result of 
the existence of a shortage of trained teachers prior to the seventies. 
Teachers were hired and then trained on the job (Harris, 1980). But as the 
supply of teachers has exceeded the demand, inservice has taken on a 
proactive role. Inservice education has become less a matter of 
compensation for lack of preparation than a way of keeping pace with 
demands of societycontinuing education rather than preparatory 
education. Inservice and staff development activities are therefore a 
result of the change function of school rather than a maintenance 
function. IThey are most often focused on the improvement of 
curriculum, instruction, and administration (Blackburn, 1992). 19 
Blackburn differentiates between inservice and staff development. 
He defines inservice as a generic term referring to all training activities in 
schools and districts. It is often conducted as a single event without a clear 
purpose that fits into a larger scheme of development. Staff development 
is more comprehensive and requires the participation of an entire staff or 
a sizable unit within a staff. Staff development activities usually take 
place over a prolonged period of time. The Oregon original statewide 
HIV/AIDS training can be classified as inservice by Blackburn's 
definition. 
Staff development which prepares teachers for implementing 
HIV/AIDS education has been fragmented and without attention given 
to a coherent strategic plan for the school districts or the schools (Sparks, 
1995). Staff development should be viewed as a component of a system 
with attention given to how the component fits into and affects the 
whole, whether positively or negatively (Sparks, 1995). 
Oregon's Response to the Epidemic 
In response to the rising spread of HIV/AIDS in Oregon, the state 
adopted a statute addressing HIV/AIDS and schools. This Oregon 
Administrative Rule (OAR) is OAR 581-22-412 Plan of Instruction 
Infectious Diseases Including Acquired Immune Deficiency Syndrome 
(AIDS), AIDS-Related complex (ARC), Human Immunodeficiency Virus 
(HIV), and Hepatitis B (State of Oregon, 1988a). Two other OARS contain 
references to HIV/AIDS and schools. These are OAR 581-22-705 Health 20 
Services (State of Oregon, 1988b); and OAR 538-22-413 Prevention 
Education Programs in Drugs and Alcohol (State of Oregon, 1990). (See 
Appendix B for OAR texts.) HIV/AIDS education is directly addressed by 
OAR 581-22-412, section one of which states that: 
Each school district shall incorporate an age-appropriate plan 
of instruction about infectious diseases, including Acquired 
Immune Deficiency Syndrome (AIDS), AIDS-Related 
Complex (ARC), Human Immunodeficiency Virus (HIV), 
and Hepatitis B as an integral part of the health education 
curriculum throughout its elementary, middle and senior 
grade levels. In addition, at least annually, all senior high 
students shall receive age appropriate instruction about 
AIDS, ARC, HIV, and Hepatitis B. 
These statutes form the foundation on which educational interventions 
have been structured in this state. 
Oregon Department of Education published and distributed a 
document titled AIDS /HIV Administrative Rules: Questions and Answer 
(Oregon Department of Education, 1988). This documents states "All 
districts must have systematic instruction for all grades, K-12, operational 
by the fall of 1989." (See Appendix C.) 
Further clarification of the meaning of OAR 581-22-412 is provided 
in the State Board of Education Bylaws adopted March 11, 1988 (Oregon 
Department of Education, 1988). (See Appendix D.) 
Age-appropriate instruction and materials about Acquired 
Immune Deficiency Syndrome/Human Immunodeficiency 
Virus (AIDS/HIV) should be included as an integral part of 
each school district's health curriculum throughout the 
elementary, middle and senior high school grade levels. 
And, at least annually, senior high school students should 21 
receive additional age-appropriate (AIDS/HIV) instruction 
beyond that included in the required health education 
classes. 
Since comprehensive health education is a part of the K-8 
curriculum each year, it is generally understood that HIV/AIDS 
education is to be a part of that curriculum. Health education is not a 
requirement at each grade level in high school. 
There are two ways of interpreting the meaning of the term 
"throughout". The Oregon Health Division has interpreted this policy as 
meaning at each grade level. That is still the understanding which 
governs their involvement in teacher training (Webster, 1995). Yet other 
educators and administrators interpret the OAR literally providing 
HIV/AIDS education either every other grade or in some other way. 
The Original Statewide HIV/AIDS Education Inservice 
In 1986-1987, the Oregon State Health Division wrote and 
distributed the first draft of its curriculum guide, AIDS: The Preventable 
EpidemicGuide for Teachers for grades 9-12. In the summer of 1987, a 
nine-member committee met to draft a curriculum for grades 4-12. The 
Oregon Health Division and the Oregon Department of Education 
eventually developed curricula for implementation at all levels in 
Oregon schools (AIDS: the Preventable Epidemic; Revised Curriculum 
Guide, 1993). Many school districts developed or adopted other curricula 
as well. However, there is no law requiring the use of the state-approved 22 
curriculum. School districts could adopt the state curriculum, develop 
their own curriculum, or select another published curriculum. 
In December of 1987, school administrators in Oregon were notified 
that HIV/AIDS education training sessions for teachers would be 
provided in all Educational Service Districts. All middle and high school 
health teachers, an upper grade elementary teacher, as well as an 
administrator and a school board member or parent, were expected to 
attend. Incentive grants were provided to school districts. (See letter from 
Health Division to school administrators, December, 14, 1987Appendix 
C.) The state Department of Education in cooperation with Oregon Health 
Division implemented fifteen (15) training sessions at different training 
sites. School districts that attended those sessions are listed in Appendix 
D. There has been no replication of the event nor indications that it will 
be repeated. Sixth-grade teachers (especially those who may not have been 
teaching in Oregon in 1988) may find themselves in an elementary school 
where there is no health teacher. They are potentially expected to 
implement HIV/AIDS education but may not have attended the original 
statewide inservice. 
Other Inservice Opportunities 
The state or a district may communicate the value of HIV/AIDS 
education through provision of teacher inservice opportunities. 
However, in a statewide survey of Oregon teachers published in 1990 
(Edvalson et al., 1990), 71.4 percent of the respondents said that the 23 
training they received preparatory for teaching the HIV/AIDS curriculum 
was "only adequate". (The response rate for that study was reported as 
64%.) 
Oregon routinely provides time and opportunities for teachers to 
participate in state-sponsored inservice and staff development programs. 
School districts may also provide inservice opportunities or offer time to 
teachers to explore inservice opportunities elsewhere. One such 
opportunity for improving HIV/AIDS education skills is the two-day 
Adolescent Sexuality Conference each spring which is sponsored by the 
Marion County Health Department (Marion County Health Department, 
1995). In 1993-1994 the Oregon Department of Education produced four 
HIV/AIDS education programs which were delivered as teleconferences 
to sites throughout the state. Announcements were mailed to all district 
superintendents and all school principals (Kabarec, 1995). 
There are also special continuing education opportunities at 
institutions of higher learning. The programs are designed to fit into 
summer months during which primary and secondary schools are not in 
session. Teachers also have the opportunity to enroll in credit classes at 
various colleges and universities both in and outside the state. Teachers 
may select programs that meet their needs and interests and are rewarded, 
in many cases, by salary increases. 
Professional associations offer inservice opportunities. 
Organizations such as the Oregon Association for the Advancement of 
Health Education, the Oregon Education Association, and district 
professional associations offer inservice opportunities for teachers. A 
statewide inservice day is provided every year to allow teachers to 24 
participate in these conferences. Professional associations also publish 
journals for their constituent members. Frequently inservice 
opportunities locally, within the district, throughout the state, or outside 
the state are publicized in these journals so that members may arrange to 
attend. 
Barriers to HIV/AIDS Education Implementation 
Lack of Teacher Training Requirement 
In Oregon, no specific teacher training requirements were legislated 
to prepare educators to implement the new HIV/AIDS curricula. Nor 
were there any HIV /AIDS training requirements established for teacher 
licensure in the state via the OAR. Also, since the initial statewide 
inservice activities, there has been no continuing supervision of the 
implementation of the curriculum. Teaching about subjects associated 
with sexuality and other sensitive topics is difficult. Teachers need 
training opportunities in which they have time to not only master facts, 
but also to practice skills. Teachers who have not had opportunities to 
practice talking about the ways HIV is transmitted may have difficulties 
addressing the issues with curious and questioning sixth-grade students 
(Fetter, 1989). Without ongoing follow-up and collegial support systems 
or cohesive leadership (Gusky, 1985; Souther land & Hardin, 1992), 
innovations (such as the introduction of HIV/AIDS education into the 25 
curriculum) are highly likely to fail (Blackburn, 1992; Lambert, 1992; Swan 
& Gilman, 1992). 
In 1992, the Centers for Disease Control recommended that colleges 
of education assure the provision of preservice instruction about 
HIV/AIDS (White & Ballard, 1993). Preservice teacher education 
programs in Oregon were ill-prepared to address the HIV/AIDS education 
mandate (Smith et al., 1994). To address this deficiency at the two largest 
teacher education institutions, workshops were designed and 
implemented at those schools (Smith et al., 1994). Following the 
workshops, one year of regular support was initiated. This support 
consisted of monthly mailings of camera-ready materials as well as the 
offer of telephone or on-site consulting. Faculty were interviewed in 
person subsequent to the mailing. According to Holberg Kuttner (1992), 
few of the original workshop participants had systematically integrated 
HIV/AIDS education into their programs. 
Enforcement of OARs 
Oregon requires HIV/AIDS education in kindergarten through 
twelfth grade (OAR 581-22-412, 1988). However, districts and schools often 
may choose to ignore the mandate, may not stress the importance of 
implementation, or may have other more pressing priorities. 
Administrative Rules are not rigorously enforced (Baldwin, 1994). A 
school can theoretically lose accreditation if found non-compliant with an 
OAR. In actual practice, schools receive school improvement visitations 26 
from the Oregon Department of Education. These take place on a rotating 
basis every six years, but a school may request one out of sequence if it 
needs special assistance. If a school is found to be out of compliance, a 
specialist from ODE goes to the school to help them solve the deficiency. 
A school may also request technical assistance with a health education 
problem and a health specialist will come to help them address the 
problem. But currently in Oregon, there are only two health specialists 
and only one of them is responsible for HIV/AIDS education assistance. It 
is possible that a school may have problems which go unnoticed for some 
time. 
Whose Responsibility is It? 
A third difficulty in the implementation of the OAR is that there is 
no specific assignment of responsibility for HIV/AIDS education in 
Oregon schools. Many Oregon elementary schools do not have access to 
licensed health educators. Health in many junior high and middle 
schools is taught by teachers who may hold a health education 
endorsement but whose primary license is in an area other than health 
such as K-5, 6-12, or K-12. Though the OAR states that HIV/AIDS 
education should be a part of comprehensive health education, the 
administrative rule falls short of specifically stating that a licensed health 
educator must be employed for its implementation. The teachers 
responsible for implementing the HIV/AIDS requirement may not have 
received preservice education about HIV/AIDS education (Ballard et al., 27 
1990, English & Duke, 1995). There is no specific designation into which 
discipline HIV/AIDS education falls when there is no health education 
specialist available. Where no specific discipline is assigned the 
responsibility, HIV/AIDS education may be overlooked or ignored 
(Holberg Kuttner, 1992). 
Political Liberalism/Conservatism 
The political climate of a community may also affect 
implementation of HIV/AIDS education. As a result of the 1994 national 
election, Republicans are in the majority in the House and in the Senate. 
This new conservative movement has given support to organizations 
such as the Institute for American Values. Barbara Dafoe Whitehead, an 
officer in this organization, recently published an article in Atlantic 
Monthly (Dafoe Whitehead, 1994) in which she claims that sexuality 
education is responsible for the rising rates of teenage pregnancy and the 
increase in the incidence of sexually transmitted diseases among 
adolescents (Kantor & Haffner, 1995). 
In the last several years Oregon has witnessed the growing strength 
of an organization called the Oregon Citizens' Alliance. This organization 
has sponsored numerous state and regional initiatives designed to restrict 
the rights of homosexuals. They have also taken strong stands against 
abortion rights and physician-assisted suicide, both of which are legal in 
the State of Oregon. These ultra conservative political activities also affect 
the way HIV/AIDS educators address the issue of homosexuality and 28 
homosexual transmission of HIV, the virus which causes AIDS 
(Rubenstein, 1993; Associated Press, 1993). The issue of transmission is 
integral to the state HIV/AIDS curriculum (Kerr et al., 1989; Oregon 
Health Division, 1987). Though homosexuality is not directly addressed 
in the grade 6-8 HIV/AIDS education curriculum, teachers are often asked 
questions about homosexuality. In a 1992 study, middle school students 
rated homosexuality as a significant topic of interest and concern (Sims, 
1992). Students wanted to learn about homosexuality and HIV/AIDS in 
sexuality education classes. 
State of Oregon Ballot Measure 9 (State of Oregon, 1992) would 
have severely limited teachers' ability to answer students' questions about 
HIV/AIDS transmission as well as discuss other issues directly concerned 
with human sexuality. This ballot measure was defeated in 1992 by a 
margin of 189,763. However, the measure did succeed in several counties. 
(See Figure 1.) The early local initiatives which were precursors to Ballot 
Measure 9 as well as State Ballot Measure 9 in 1992 have all been deemed 
unconstitutional (Beggs, 1992). However, a number of broader initiatives 
have since succeeded in towns and counties in the state. These 
communities include Albany, Springfield, Turner, Cresswell, Junction 
City, Estacada, Lebanon, Sweet Home, Medford, Molalla, Cornelius, and 
Canby, as well as Josephine, Jackson, Douglas, Klamath, and Marion 
Counties (Associated Press, 1993; Associated Press, 1994). (See Figure 2.) In 
1994 a second referendum was undertaken to place a revised version of 
the original state measure on the November 1994 ballot (State of Oregon, 
1994). Though there were enough petition signatures to place the 
referendum on the ballot, that measure failed as well. Figure 1. 1992 Election Returns on Statewide Ballot Measure 9 by County 
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One of the issues that emerge in HIV/AIDS education is 
homosexual transmission of HIV. A teacher's private political 
conservatism (or conservatism in the community in which that teacher 
works) may cause the teacher to be uncomfortable addressing the topic of 
HIV/AIDS transmission (Yarber, 1992; Edge, 1995). Personal political 
philosophies may interfere with a teacher's ability or desire to implement 
HIV/AIDS education. 
Other Factors Affecting Implementation 
Population Density 
The measure of a school district's resources is a reflection of the 
wealth of the community which provides the funds for that district. 
Districts situated in wealthy communities have access to greater funds 
than districts located in poorer communities. Those wealthier 
communities are characterized by greater population, more business 
establishments, and hence greater property values. 
These congested areas may also have greater access to institutional 
resources (colleges and universities), medical personnel, public health 
staff, etc. The rural areas of the state are characterized by low population 
density and limited access to professionals needed to provide inservice 
training, and are most often a full day's drive or more from resources and 
services available at an Educational Service District (ESD). These factors 
may limit the availability of services and personnel that could assist 32 
teachers in implementation of the OARs. (One may note that at the time 
of the original training sessions sponsored by the state, funds were 
provided to assist these remotely located personnel to attend the 
inservice. See the December 11, 1987, letter from Oregon Health Division 
in Appendix E.) 
The size of a school district is another indicator of the extent of 
resources available to all teachers, including sixth-grade teachers, in terms 
of HIV /AIDS education. Large districts serve larger numbers of families 
and usually have larger tax bases. These districts are able to purchase 
more materials such as televisions, computers, video players, and other 
instructional materials. 
One way of determining the population density of a community in 
which an elementary school or middle school is located is to look at the 
size of the high school where those sixth-grade pupils eventually enroll. 
Larger districts have high schools with larger enrollments. Smaller 
communities have high schools with smaller enrollments. High school 
sizes are classified A, AA, AAA, and AAAA according to the number of 
students enrolled (A being the smallest). By determining the size of the 
high school in which pupils of a specific survey respondent will 
eventually enroll, one can make a rough estimate of the size of the 
community in which the sixth-grade class is situated. As a result it is 
possible to determine a population density relative to school funds and 
other resources. 33 
Relationship with a Teacher-Education Institution 
A factor that may relate to a sixth-grade teacher's success in 
implementing HIV/AIDS education may be whether or not a teacher has 
taught in (or is teaching in) a school that maintains a close relationship 
with an institution which prepares future teachers. Theoretically, colleges 
and universities have more immediate access to research in HIV/AIDS 
education than do independent school districts. They may have more 
immediate access to current teaching materials as well. One way to 
measure whether or not a teacher maintains a relationship with a 
teacher-education institution is whether or not the sixth-grade teacher 
acts as a supervising teacher for preservice teachers (future teachers 
completing their internship requirements). In this capacity the classroom 
teacher is both acting as a mentor to a future teacher and working in a 
collegial capacity with a teacher-education specialist from an institution of 
higher learning. Regular contact with the teacher-education specialist at 
the college or university may be useful to teachers in the field who do not 
have other resources close at hand (Showers, 1990). Classroom teachers 
should be given appropriate modeling and support in order to 
implement new programs (Bishop, 1987; Showers, 1984; Vaughan, 1995). 
This support promotes the transformation of what educators learn into 
improved instruction which in turn improves student learning 
(Vaughan, 1995). 
Teacher preparation institutions have provided and continue to 
provide inservice support in some school districts. Maintaining a 
relationship with the teacher-education institution by returning for credit 34 
classes is one way for teachers to update their HIV/AIDS education skills 
(Edge, 1995). Also, teachers who return to the college campus for summer 
sessions may be quicker to implement curriculum requirements imposed 
by the state. Teacher education colleges provide extensive selections of 
short courses available for summer completion. However, few teacher 
education institutions in Oregon provide much in pre-licensure 
HIV/AIDS education. Little is available for continuing education (Smith 
& Smith, 1988). 
Teachers' Personal Concerns 
Teachers' personal concerns affect implementation of AIDS 
education. Negative or positive attitudes regarding HIV/AIDS, 
individuals infected with HIV, and the methods of HIV transmission 
may affect the teachers' responses to the state mandate (Schoeberllein, 
1995). A statewide 1989 survey of Oregon teachers (Middelburg & 
Edvalson, 1989) provided a glimpse into the wide spectrum of concerns 
affecting implementation of HIV/AIDS education. Teachers' responses 
included concerns about the connection of HIV/AIDS education with 
sexuality education (Edge, 1995; Edvalson et al., 1990). Some teachers in 
the 1989 study (Edvalson et al., 1990) expressed concerns about 
homosexuality, morals, anti-gay attitudes, and community resistance. 
Community resistance has been reported as a factor of concern in 
implementation of HIV/AIDS education by other researchers as well 
(Wilson, 1994). A 1993 study of Oregon school districts found that while 
nine out of ten districts in Oregon reported that they were using a state-35 
recommended curriculum, lack of community support was the largest 
barrier to implementation (Beggs, 1993). 
Edvalson, Middleburg, Robinson, and Stephens (1990) found that 
respondents to their survey were concerned about administrative 
support, and needed continuing inservice and materials. Some teachers 
felt that since there were no reported AIDS cases in their community, 
HIV/AIDS was not a problem which should even be addressed. 
Teachers' Religious Philosophies 
Another factor which may affect teachers' implementation of the 
curriculum is religious belief. Some religious bodies to which individual 
teachers ascribe have taken strong stands against homosexuality 
(Rubenstein, 1993; Keisling, 1992). For example, these attitudes are 
reflected in the rhetoric used by the Oregon Citizens' Alliance and by the 
support of that organization by some religious organizations (Keisling, 
1992). Teachers who ascribe to those religious beliefs may have conflicts 
with curriculum implementation because the school/district curriculum 
addresses sexual diversity and methods of transmission that may be 
thought to be specific to a homosexual lifestyle (Associated Press, 1992). 
Also, AIDS prevention education includes information about use of 
condoms. Some conservative national organizations, some traditional 
religious groups, and some fundamentalist groups oppose teaching about 
condoms because they feel that that information encourages teens to 
experiment with sex (Haffner, 1992; Ottenberg, 1986; Yarber, 1992). 
Abstinence education may be the only HIV/AIDS prevention education 36 
that is religiously acceptable to these groups (Gambrell & Kantor, 1993; 
Kantor, 1994). 
Teachers' Professional Development 
Professional development is an essential part of the process of 
revitalizing American Education (Dilworth & Imig, 1995). Teachers who 
view themselves as professionals may be more diligent in seeking 
opportunities for self-improvement as teachers (Brooke, 1994). 
Professional development differs from staff development and teacher 
inservice. It refers to activities undertaken by teachers who are "seeking 
skills improvement in specific areas that will help them be more effective 
on the job or prepare them for job advancement" (Blackburn, 1992). 
Professional development may take the form of membership in a 
professional association where members may gather to share 
information, clarify philosophies, and engage in research (Howley & 
Huang, 1993). Additional professional development may include pursuit 
of an advanced degree or regular study of professional journals (Sockett, 
1994; Wise, 1994). 
Rationale for the Focus on Sixth-Grade Teachers 
While in the United States, the number of new cases of AIDS 
decreased in 1994, the number of children infected with AIDS increased 37 
(Facts on File, 1995). The Oregon Health Division reports that 17% of all 
AIDS patients in Oregon are young adults between 20 and 29 years of age 
(Klockner, 1995). Since the incubation of the virus averages ten years, it 
follows that many of these AIDS patients became infected as youths 
between 10 and 19 years of age. The number of adolescent cases of AIDS in 
the United States doubles every four months (Carabasi et al., 1992). For 
this reason, this study focused on the teachers of sixth-grade youths, those 
in the preadolescent and adolescent ages found in grade six in Oregon. 
Sixth grade, though often placed within a middle school 
environment, is still defined as an elementary grade (the elementary 
grades encompassing grades one through eight). There is no standard 
placement in Oregon for sixth grades, but that grade provides a pivotal 
time in the education of most students. It is the period when students are 
making the transition from the self-contained classroom with one teacher 
to the high school where each subject may be taught by a separate teacher 
who has specialized in at least one academic area. 
Sixth grade is an awkward time for many students in that during 
that year most students are experiencing some of the physical and 
emotional symptoms leading to adolescence. One of Havighurst's 
developmental tasks for that age range is the development of conscience, 
morality, and a scale of values (Havighurst, 1952): 
Since living requires choosing between values...and since 
many important life situations require a choice between two 
or more values, the growing child must develop a scale of 
values which will enable him to make stable choices and to 
hold himself to these choices. 38 
Children at this stage benefit from strategies where they are 
presented with provocative questions and are asked to place themselves 
in the shoes of another person in order to make moral judgments (Jones 
et al., 1985). Youngsters can benefit from judging possible several possible 
consequences before choosing an alternative. 
Lawerence Kohlberg classified moral development into six stages 
(Lewis, 1991; Sprinthall & Sprinthall, 1981). According to his theories, 
youth in the middle school years are moving from Stage II (when one's 
actions are based primarily on satisfying one's personal needs) to State III 
when the individual can begin to take into account other peoples' 
feelings. At this age students are learning to weigh alternative solutions 
to various dilemmas before making choices (Lewis, 1991; Sprinthall & 
Sprinthall, 1981). These students benefit from discussing problems and 
weighing various alternative solutions, all of which have some 
drawbacks. The cognitive development model developed by Jean Piaget 
characterizes children of this age as being able to ponder hypothetical 
issues and become idealistic (Shaffer, 1989). 
Pre-adolescence and early adolescence are a time before risk 
behaviors are initiated (Sly et al., 1992). This time period presents the final 
opportunity to teach HIV/AIDS transmission prevention skills before 
risk behaviors begin to become part of the normal behavior pattern of 
these young people. Youngsters at this age are questing after information 
about their own sexuality and that of their peers (Brown et al. 1990; Siegel, 
Lazarus et al., 1991). They are concerned about their physical development 
and how it compares to that of their friends. At this age they are 
beginning to relate to the opposite sex in different ways. They have not 39 
yet begun to date, but they are curious about kissing, holding hands, and 
developing special friendships. A 1992 study investigated middle school 
students' interests and perceived needs. Students selected STDs (sexually 
transmitted diseases)-77.4 percent, and AIDS-74.1 percentas "very 
important" topics of interest to them and about which they wanted 
information (Sims, 1992). "When students were asked why they viewed 
those topics as important, their responses fell into patterns related to 
finality, reality, sensitivity, and prevention of STDs and AIDS" (Sims, 
1992). 
If HIV/AIDS education is postponed beyond the elementary grades, 
students become more vulnerable to the risks that lead to HIV infection. 
The Centers for Disease Control and Prevention report that about 16% of 
14-19 year olds reported having had four or more sexual partners (Rural 
Center for the Study and Promotion of HIV/STD Prevention, 1994). 
Postponing comprehensive HIV/AIDS education until eighth or ninth 
grade increases the risk that students will have begun to participate in 
behaviors that may lead to HIV infection before educational intervention 
has been implemented. 
HIV transmission is predominantly the result of heterosexual 
behaviors. Teens are frequently exposed to distorted media portrayal of 
relationships for much of their information about sex. For example, most 
television sex (89%) occurs outside of marriage (Davey, 1990), and it is 
often presented as unidimensional, exploitative, and devoid of 
responsibility. One study found that there are some 14,000 sexual 
references on TV annually. Of those, only about 165 deal with sex 
education (Davies, 1993). While there are films and television programs 40 
which offer portrayal of healthy sexual relationships, much of the 
programming does not. Young people cannot fail to conclude that 
unidimensional, exploitative, and unmarried sex is acceptable. 
The National Youth Summit on HIV Prevention asked teens their 
recommendation to federal health officials and politicians on how to 
fight the AIDS epidemic among young people. These teens recommend 
that AIDS education be implemented in elementary school with age 
appropriate lessons, and that by high school students should be counseled 
to receive HIV testing. They felt teachers should be required to receive 
adequate HIV/AIDS education training. Finally, they recommended that 
teachers hold community meetings to educate parents as well (Associated 
Press, 1995). 
Sixth-grade teachers need to be especially sensitive to the reasons 
for including HIV/AIDS education as part of a comprehensive sixth-grade 
curriculum. They need proper training to do so effectively (Wiley, 1993). 
Yet many of them demonstrate discomfort and lack of knowledge about 
this topic, which is rated as very important by their pupils (Sims, 1992). 
Summary 
Most of the literature on HIV/AIDS education addresses youth and 
adolescent behaviors leading to infection rather than on methodologies 
for preparing teachers to become HIV/AIDS educators. All fifty states 
have implemented some kind of HIV/AIDS education plan for their 
schools, but there is little uniformity as to who is responsible, how 41 
program delivery takes place, or where in the curriculum HIV/AIDS 
education is implemented. The preparation of teachers for their task as 
HIV/AIDS educators differs from state to state. The amount of funding 
and the way those funds are distributed vary among the states as well. 
Oregon responded to the HIV/AIDS epidemic by adopting Oregon 
Administrative Rule 581-22-412 in 1988. At about the time the OAR went 
into effect, the Oregon Health Division in cooperation with the Oregon 
Department of Education implemented statewide HIV/AIDS education 
inservice programs which were offered to all districts in Oregon. At that 
time, the teachers' guide for the state-adopted curriculum AIDS: The 
Preventable Epidemic was presented to teachers. No statewide inservice 
has been provided for teachers since that time. 
Other inservice opportunities have been available to teachers 
through their individual schools or districts. Teachers have had access to 
other inservice opportunities which have been provided by county, state, 
and national professional organizations, as well as at local colleges and 
universities in various parts of the state. Teachers have been able to 
obtain information about teaching HIV/AIDS through professional 
publications. 
Sixth grade is a crucial time in the development of youngsters. At 
this time they are leaving childhood and entering into adolescence. This 
is the age where the growing child must develop a scale of values and 
learn to choose between competing values. It may be the last opportunity 
to intervene before these youth participate in risky behaviors. 
There are a number of barriers to HIV/AIDS education 
implementation. There is no requirement that teachers have any kind of  42 
HIV/AIDS education prior to obtaining a teaching license in Oregon. Few 
colleges even offer courses in HIV/AIDS education to all their teacher 
education candidates. There is no systematic review to determine 
whether or not a school or district is regularly implementing HIV/AIDS 
education. Even if a school were found non-compliant, there is little that 
could be done to force the school to adopt implementation processes 
other than to offer assistance. There is no designation as to which subject 
specialty is assigned responsibility for HIV/AIDS education. When 
teachers are not shown where to place the topic they may assume that 
implementation is someone else's responsibility. In this way HIV/AIDS 
education may be just overlooked. The political climate of the 
community may be a barrier to HIV/AIDS education. Conservative 
communities may prefer that topics which deal with sexuality issues be 
left in the home. Teachers may prefer to avoid the topic rather than risk 
controversy or complaints from parents. 
Other factors affecting implementation may be the size or 
population density of area served by the school district. The size of the 
population may affect the amount of resources available to the individual 
teacher. Whether or not a teacher continues to take courses at a teacher-
education institution may be a factor affecting implementation. Teachers 
personal concerns about morals, community resistance, and lack of 
comfort with issues surrounding teaching sexuality are other factors 
which may affect implementation. Some of the personal concerns may be 
a result of personal religious philosophies as some religious bodies have 
taken strong stands about sexuality education and any of the issues 
relating to it such as abortion, HIV/AIDS, and birth control. Finally, 43 
teachers' continuing development as professionals is a factor which may 
affect their ability to adapt to new demands on them such as 
implementation of HIV/AIDS education. 
Sixth-grade teachers were selected as the focus for this study for two 
reasons. The first is that 17% of all AIDS patients in Oregon are between 
20 and 29 years of age. By subtracting the ten-year incubation period one 
may determine that these individuals were infected between the ages of 
10 and 19. Secondly, sixth grade is a pivotal time in the lives of 
youngsters. It is a time when they are learning to make decisions, some of 
which are value laden. It is a time of transition from childhood to 
adolescence. It is perhaps the final opportunity to intervene before life-
threatening patterns of behavior become set. 44 
III. METHODS AND PROCEDURES 
Study Design 
A descriptive and correlational research design was utilized in this 
study. A written questionnaire was the survey method utilized to collect 
information regarding both demographics about sixth-grade teachers 
including their preservice and inservice experience, and the extent to 
which sixth-grade teachers were implementing the HIV/AIDS OAR 
(OAR 581-22-412). Additionally, a written open-ended question was used 
to collect information about subjects' perceptions of barriers, supports, 
and needs regarding implementation. 
Sampling Frame 
Population to be Surveyed 
The sampling frame for this study was the 1993-1994 list of all sixth-
grade teachers employed in Oregon tax supported schoolsa total of 
1,333. This list was obtained in disk format (Annual School Report) from 
the Office of Educational Support Services, School Finance and 
Information Service at the Oregon Department of Education. The 
information in this database was obtained from individual schools via a 
form which was completed by school secretarial staff. Some clerical error 45 
was detected in the information provided by the State of Oregon and 
those errors were detected by comparing responses obtained directly from 
survey participants with the data supplied by the State. The majority of 
those mistakes were the incorrect labeling of the grade assignment of 
individual teachers. 
Sample Selection and Stratification 
Initially a sample of four hundred (400) teachers was randomly 
selected from the population of sixth-grade teachers. This sample was 
then subdivided into two strata. One stratum consisted of the teachers in 
the sample who were teaching in Oregon in 1988 and who would have 
had an opportunity to participate in the initial HIV/AIDS education 
workshop sponsored by the Oregon Health Division. The other stratum 
consisted of the remaining teachers in the sample who have entered the 
Oregon teaching force since the 1988 HIV/AIDS education training. This 
number represents a thirty percent (30%) sample of the population. (See 
Figure 3.) One purpose for the large sample size was to assure that the 
sample included teachers who did and teachers who did not have an 
opportunity to participate in the initial HIV/AIDS education training in 
1988. A second purpose was to be sure that enough data would be 
collected to draw valid conclusions on the full range of hypotheses 
addressed in this study. The third purpose of this stratification method 
was to assure sufficient numbers on which to base generalizable findings. Figure 3. Stratification Method 
Sampling Frame: Oregon Sixth Grade Teachers  
Number: 1,333  
I 
i 
Random sample of 400 
Teachers in Oregon in 1988  Teachers in Oregon after 1988
n=366  n=34 
92%  8% 47 
Teachers from all but four counties were represented in the 
random sample. Those counties which were not represented in the 
random sampling were Sherman, Gilliam, Wheeler, and Lake. 
Instrument 
The instrument used was a multiple-choice item questionnaire 
developed by the researcher. (See Appendix F.) Each survey was 
accompanied by a letter from Oregon Health Division and a personally 
signed letter on OSU Department of Public Health stationery from the 
researcher. The letters explained the purpose of the survey and how the 
information was to be utilized. The accompanying letters assured 
anonymity and followed Dillman's guidelines (Dillman, 1978). 
The survey questions fall into several categories. The first category 
addresses what teachers are teaching in the classroom. Questions were 
based on the sixth-grade content elements in the initial draft edition of 
AIDS: The Preventable Epidemic (1987), the statewide curriculum 
ultimately revised and adopted for use through grades K-12 in Oregon 
schools. 
Questions in the second category addressed HIV/AIDS education 
preservice and inservice training. Questions were based on the content 
elements of the first fifteen HIV/AIDS inservice training sessions 
delivered to all school districts in the state following the adoption of the 
OAR. This section also includes questions about any other HIV/AIDS 
education training that the teacher might have experienced. 48 
Demographic questions comprise the third category. These include 
items regarding age, gender, race, religion, specific teaching assignment, 
total years of experience, years in the district, years teaching in the state, 
and years teaching outside Oregon. Other demographic information 
includes college training (where obtained, what degrees, etc.), majors, and 
FTE (full time equivalent). 
The fourth category contains several multiple choice questions 
regarding school and community religious and political philosophy 
which may impact the ability of the teacher to implement HIV/AIDS 
education. The questionnaire also attempts to ascertain the respondent's 
level of political liberalism or conservatism in order to statistically 
determine to what extent (if any) it impacts his or her implementation of 
the OAR. The survey concludes with an opportunity for participants to 
add anything else they want to say about HIV/AIDS education. 
All questions were developed with the assistance of the Survey 
Research Center at Oregon State University and the instrument was 
approved by the Human Subjects Committee prior to formative testing 
and field testing. Responses to open-ended questions are quoted when 
they provide possible interpretation or explanation of the findings which 
answer the hypotheses. 
Field Testing 
The field testing of the survey instrument occupied three phases 
(Dillman, 1978). In Phase One the researcher presented the questionnaire 49 
and cover letters to several members of the education faculty at Oregon 
State University. The purpose of this phase was to determine if there 
were any flaws in assumptions underlying the questions. In Phase Two 
the researcher consulted with potential users of the information to be 
learned from the survey. These were individuals who regularly provide 
HIV/AIDS inservice to teachers. The purpose of Phase Two was to 
discover if all areas important to answering the questions of the study had 
been addressed in the questionnaire. The third phase utilized a panel of 
practicing sixth-grade teachers. Teachers at Western View Middle School 
in Corvallis participated in this phase of the field testing. They were asked 
to respond to the questions in the presence of the researcher. The 
researcher attempted to determine if there was any ambiguous wording 
or leading questions. The individuals selected for Phase Three were 
drawn from the remaining population after the original 400 had been 
selected. There were a total of twelve professionals involved in the field 
testing process. 
Data Collection 
A postcard advising participants to expect the survey was mailed to 
participants during the fourth week of September 1994. These were 
individually addressed by laser printer rather than with labels (de Vaus, 
1991). Surveys were mailed one week later in computer-addressed, 
individually stamped envelopes with an Oregon State University 
Department of Public Health return address. Each survey was coded in 50 
order to track returns and a self-addressed postage paid return envelope 
addressed to the researcher at the Department of Public Health was 
included. The surveys were accompanied by a letter explaining the need 
for the survey and why it was important for the participant to assist in the 
research. Another letter from the Oregon Health Division was included 
(see Appendix G). Each survey included a package of instant decaffeinated 
coffee as an incentive for completing the survey (Dillman, 1978). 
Exactly two weeks following the mailing of the survey, a second 
postcard (first follow-up) was mailed to all subjects thanking them for 
having returned the questionnaire and reminding them to return it if 
they had not done so. A second coded copy of the survey (second follow-
up coded with a different color ink) was mailed a week later (three weeks 
after the initial survey was mailed) with a second accompanying letter 
reminding them that their responses were important, and that they could 
contact the researcher with questions. The purpose of using a different 
color code was to make sure that individuals did not return more than 
one copy of the survey. (This problem was detected in two instances 
where recipients passed the one copy on to a colleague and completed 
one. In these cases, the researcher utilized the surveys in which the 
respondents' birth years and genders matched the original database.) 
The third and final follow-up consisting of a third copy of the 
instrument and a signed cover letter were mailed three weeks after the 
second survey was posted. This mailing was sent to all subjects from 
whom no response had been received. These instruments were coded 
with a third color of ink. 51 
Data Analysis 
The dependent variable (implementation of HIV/AIDS education) 
as well as the independent variables (amount of training, years teaching, 
religious affiliation, etc.) were reported in terms of measures of frequency. 
When category data (nominal scale) were obtained by the questions 
in the survey, the chi square statistic was utilized to determine whether 
the relationship of the dependent variable was independent of the 
independent variable (Kachigan, 1986). When ordinal data were obtained, 
the Mann-Whitney U statistic was utilized. The probability level which 
determines significance is equal to or less than .05. 
In logistical regression analysis one may infer or predict an object's 
effect (for example, population density of the community in which a 
sixth-grade teacher works) on a dependent variable (whether or not an 
individual is an implementer of HIV/AIDS education). Variables were 
subjected to logistical regression analysis in order to: 
describe the nature of the relationship when one existed, 
assess the degree of accuracy of description or prediction 
achieved by the regression equation. 
With each of the hypotheses, the parameters used to measure the 
extent of implementation are described along with resulting analyses and 
probability values. Respondents (implementers and non-implementers) 
often chose not to answer a particular question. The survey instructions 
were clear that recipients had that option. These missing data account for 
differences in the totals reported in the tables. 52 
IV. ANALYSIS AND INTERPRETATION OF DATA 
Description of the Population and the Sample 
The population studied consisted of 1,333 sixth-grade teachers who 
were employed in Oregon public schools during the 1993-1994 school 
year. Information about this population was obtained from the Oregon 
Department of Education's annual district survey of certificated person-
nel. This database consisted mostly of individuals who were not subject 
specialists who taught students in more than one grade (such as the 
middle school music teacher or librarian) but who were teaching sixth 
grade either in an elementary school self-contained classroom or were 
assigned a special subject in a team teaching arrangement in a sixth grade 
in a middle school. A few of the respondents had been assigned to a a 
special subject since the creation of the database. Four hundred 
individuals were randomly selected from the population. Of that sample, 
28 individuals (5%) had either moved or retired and were unable to 
participate in the survey. This left a total sample of 372. Of the remaining 
sample (372), 306 individuals (82%) returned the survey and 66 of the 
sample (18%) did not. Approximately 25% of the individuals returning 
the survey were male, 54% were female, and 21% did not answer the 
question regarding gender. 
The respondents' teaching experience in the district in which they 
were currently employed ranged from one year to 31 years. The mean 
number of years within the current district was 9.3. Most (95%) of those 53 
who returned the survey were employed full time. It should be noted 
that 22% of the 306 individuals who returned the survey did not provide 
answers to many of the questions. 
Analysis of Data 
There are ten content elements defined in AIDS: the Preventable 
Epidemic. Those content elements are as follows: 
a) How HIV is transmitted 
b) Effect of HIV on the immune system 
c) Characteristics of HIV Infection or AIDS 
d) High risk behaviors leading to HIV infection 
e) Low risk behaviors leading to HIV infection 
f) Prevention behaviors 
g) Infection control methods and procedures 
h) How to deal with an HIV infected student or staff member 
i) Social implications of the AIDS epidemic 
j) Legal issues regarding students or teachers with HIV 
Those individuals who reported that they were teaching curricu-
lum elements a, d, e, and f are classified as implementers. (See Definition 
of Terms.) A total of 120 of the respondents (39% of the sub-jects who 
returned surveys) qualify as implementers by this definition. A total of 48 
(16%) qualified as non-implementers. (See Definition of Terms.) 
While the remaining 138 subjects (45%) did supply answers to 
some of the questions, it was not always possible to determine whether 54 
they were implementers or not. Survey question 3 asked, "Do you teach 
HIV/AIDS education in your sixth-grade classroom?" Fifteen of the 
remaining 138 teachers answered that they did teach HIV/AIDS but did 
not supply enough information to qualify as implementers or non-
implementers because they did not answer whether or not they taught 
content elements a, d, e, and f. On the basis of that lack of information 
one may surmise that they are not implementing those subject elements. 
Two of the fifteen said that another teacher took responsibility for 
HIV/AIDS education. Fifty other individuals answered that another 
teacher taught HIV/AIDS education. They indicated that this 
responsibility was undertaken by a health teacher, a health/physical 
education teacher, a science/health teacher, a math teacher, a counselor, 
or, in one instance, a nurse practitioner. In those instances, the researcher 
is unable to determine to what extent those specialists are implementing 
or what subject elements they are emphasizing. The remaining 73 
teachers either did not know or stated specifically that HIV/AIDS 
education is not taught in sixth grade. We may assume that there is 
probably little if any HIV/AIDS education available for their sixth-grade 
pupils. Population and sample information is summarized in Table 1. 55 
Table 1 Population Sample and Classification of Returns 
Total population  1,333 
Population sample  400 
Retired, moved, or on leave  28 
Total surveyed  372 
Total returned  306 
Breakdown of returns 
Implementers 
Non-Implementers 
Cannot be classified 
Teach HIV/AIDS but not 
classifiable 







Not enough information  73 
Training 
Duration of Training 
Heil: There is no relationship between the number of hours 
duration or content elements of a sixth-grade teacher's preservice 
HIV/AIDS education training, and his/her HIV/AIDS education 
implementation in the sixth-grade dassroom. 56 
1102: There is no relationship between the number of hours 
duration or content elements of a sixth-grade teacher's inservice 
HIV/AIDS education training, and his/her HIV/AIDS education 
implementation in the sixth-grade classroom. 
Hypotheses Heil and Het addressed the issues of preservice and 
inservice training. Many of the implementer/non-implementer 
responders indicated some confusion between the two. This confusion is 
apparent when one examines the dates some of these teachers stated they 
earned their teaching credential. Fifty-six of the implementer/non-
implementer teachers who said that they had preservice HIV/AIDS 
education had received their credential before 1982 when the disease, 
AIDS, was officially named. The topic could not have been taught in their 
preservice education. This confusion was not detected during the field 
testing of the questionnaire. For these reasons, the data from the 
questions about preservice and inservice training were collapsed to 
indicate whether or not a teacher had three or more hours of training as 
opposed to less than three hours of training. Individuals who said that 
they had less than three hours preservice training and/or stated that they 
had no inservice training were classified as not having been trained. The 
others were classified as having had some training. Table 2 represents an 
analysis of those categories. 57 
Table 2 Preservice and/or Inservice HIV/AIDS Education 
Clock Hours  Number of Non- Number of 
implementers  Implementers 
no training  13  53  66 
some hours training  35  67  102 
48  120  168 
x2= 4.195 df=1 p=0.04 
One may conclude that having had three or more hours inservice 
or preservice training is a significant factor in whether a sixth-grade 
teacher is an implementer or not. 
Content Elements of Training 
The second parts of Hel and H02 are concerned with the effect of 
training in specific content areas. Survey question 8 addressed the effect of 
various content elements in preservice education. Question 9B addressed 
the content elements of inservice education. Those individual elements 
were used to determine if there was a relationship between a specific 
element and whether or not an individual could be defined as an 
implementer. Teachers were asked to indicate which curriculum 
elements were addressed in the preservice and inservice HIV/AIDS 
education. The results of exposure to each element are expressed in 
Tables 3 through 12. 58 
Table 3 Element A: How HIV is Transmitted 
Number of Non- Number of 
implementers  Implementers 
Element A-no:  25  45  70 
Element A-yes:  23  75  98 
48  120  168 
x2= 3.00 df=1 p=0.08 
Table 4 Element B: Effect of HIV on the Immune System 
Number of Non- Number of 
implementers  Implementers 
Element B-no:  15  29  44 
Element B-yes:  23  69  92 
38  98  136 
X2 =1.22 df=1 p= 0.27 
Table 5 Element C: Characteristics of HIV Infection or AIDS 
Number of Non- Number of 
implementers  Implementers 
Element C-no:  28  49  77 
Element C-yes:  20  71  91 
48  120  168 
x2 =4.23 df=1 p=0.04 59 
Table 6 Element D: High-Risk Behaviors Leading to HIV Infection 
Number of Non- Number of 
implementers  Implementers 
Element D-no:  23  41  64 
Element D-yes:  25  79  104 
48  120  168 
x2 =2.75 df=1 p=0.10 
Table 7 Element E: Low-Risk Behaviors Leading to HIV Infection 
Number of Non- Number of 
implementers  Implementers 
Element E-no:  31  37'  68 
Element E-yes:  17  83  100 
48  120  168 
X2=16.21 df=1 p= 0.00 
Table 8 Element F: Prevention Behaviors 
Number of Non- Number of 
implementers  Implementers 
Element F-no:  23  37  60 
Element F-yes:  25  83  108 
48  120  168 
x2=4.363 df=1 p=0.04 60 
Table 9 Element G: Infection Control Methods and Procedures 
Number of Non- Number of 
implementers  Implementers 
Element G-no:  27  41  68 
Element G-yes:  21  79  100 
48  120  168 
x2=6.94 df=1 p= 0.01 
Table 10 Element H: How to Deal with an HIV Infected 
Student or Staff Member 
Number of Non- Number of 
implementers  Implementers 
Element H-no:  28  56  84 
Element H-yes:  20  64  84 
48  120  168 
x2=1.87 df=1 p=0.17 
Table 11 Element I: Social Implications of the AIDS Epidemic 
Number of Non- Number of 
implementers  Implementers 
Element I-no:  34  58  92 
Element I-yes:  14  62  76 
48  120  168 
X2=7.01 df=1 p= 0.01 61 
Table 12 Element J: Legal Issues Regarding Students or Teachers 
with HIV 
Number of Non- Number of 
implementers  Implementers 
Element J-no:  35  70  105 
Element J-yes:  13  50  63 
48  120  168 
X2=3.11 df=1 p=0.08 
Five of the ten content elements proved significant. Those were 
items c, e, f, g, and i. They deal with issues which may be more associated 
with high levels of comfort. Element c addresses characteristics of HIV 
infection and/or AIDS. These characteristics involve the physical symp-
toms and the progress of the disease. Element e deals with low-risk 
behaviors like living in a household with an HIV infected person, hug-
ging, holding hands, being near other people's coughs and sneezes, ear 
piercing, and being bitten by an insect. These issues do not address sexual 
activity or deal with controversial topics such as condom use or sexuality 
issues. Element f may address abstinence from sexual activity if the topic 
is appropriate. This element certainly deals with topics such as not using 
injection drugs or sharing syringes, taking care of one's own cuts and 
injuries, and not sharing toothbrushes, razors, or handling other people's 
blood or other body fluids. Element g covers what to do if there is blood 
or another body fluid spilled. Element i deals with social issues related to 
the AIDS epidemic such as discrimination, confidentiality, and school or 
commu-nity policies relating to HIV/AIDS. All of these five elements can 
be addressed without specifically referring to intimate sexual activity or 62 
condom use. They address such vocabulary as body fluids, 
communication of viruses and bacteria, and they address social issues. 
Three or more hours of training as well as five of the content 
elements proved to be significant factors in whether or not a sixth-grade 
teacher is an implementer of HIV/AIDS education. Therefore F101 and 
Het must be rejected. 
Population Density 
H03: There is no relationship in the implementation of HIV/AIDS 
education in sixth-grade dassrooms related to population density of the 
community in which any given sixth-grade dassroom is located. To 
determine the population density of the community in which a sixth-
grade classroom is located, respondents were asked in which junior high 
or high school his or her pupils would eventually enroll (question 14). 
High schools are classified according to size of enrollment which is 
related to population density of the community which it serves. The 
classifications are (from smallest to largest) A, AA, AAA, AAAA. 
Teachers' answers to question 14 were converted to the letter 
classifications. As identified earlier, classification of high school was used 
as a measure of population density of a given area. Only 15 of the 
implementers/non-implementers taught in schools whose pupils enroll 
in A and AA high schools. For that reason those two groups were 
combined. Results of the effect of population density are represented in 
Table 13. 63 
Table 13 Size of High School as a Reflection of Population Density 
HS Size  Number of Non- Number of 
implementers  Implementers 
A and AA  3  12  15 
AAA  10  32  42 
AAAA  33  76  109 
46  120  166 
X2=1.12 df=2 p=0.57 
Community size has little if any impact on whether or not a 
teacher is or is not an implementer of HIV/AIDS education. Therefore, 
since community size is not statistically significant, null hypothesis Ho3 is 
retained. 
Political Leanings of the Community 
H04: There is no difference in the implementation of HIV/AIDS 
education in sixth-grade classrooms related to the political leanings of the 
community in which the sixth-grade teacher is employed. Variables used 
to measure political leanings of the community were as follows: 




5) very liberal 
6) other 64 
Individuals who selected more than one choice were excluded from the 
data analysis for this hypothesis. Results of statistical analysis of the data 
are presented in Table 14. 
Table 14 Political Leanings of the Community 
Number of Non- Number of 
implementers  Implementers 
1 very conservative  6  19  25 
2 conservative  20  61  81 
3 moderate, liberal, 
and very liberal  21  34  55 
47  114  161 
U=2142.50 U Prime=2871.50 p=0.15 
There is no statistically significant relationship between the 
political leanings of a community and whether or not an individual is or 
is not an implementer of HIV/AIDS education. On the basis of the 
statistical result, null hypothesis H04 must be retained. 
One of the problems in the questionnaire was that specific 
definitions for very conservative, conservative, moderate, liberal, or very 
liberal were not provided. Therefore these terms were relative and 
subjects responded using their own personal subjectivity. 
The issue may have been one not only of political conservatism 
but also one of religious conservatism as well. This survey was 
implemented during a national election campaign when the majority of 
the more politically liberal candidates were defeated by Republican 
conservatives. Many of those conservative candidates identified 65 
themselves with conservative religious organizations. During that 
campaign, political circulars were distributed by churches and religious 
organizations gave public endorsements to specific candidates. 
Teachers' Political Leanings 
Flea There is no difference in the implementation of HIV/AIDS 
education in sixth-grade dassrooms related to the political leanings of the 
sixth-grade teacher. The same scale that was used to describe the politics 
of a community was used to describe the teachers' political philosophies. 
Mann-Whitney analysis was used due to the ordinal nature of the data 
and the cells were collapsed. The frequencies and the results of the Mann-
Whitney analysis are presented in Table 15. 
Table 15 Political Leanings of the Teacher 
Number of Non- Number of 
implementers  Implementers 
1 very conservative  0  10  10 
2 conservative  16  21  37 
3 moderate, liberal,  29  80  109 
very liberal and 
other 
45  111  156 
U=2302.00 U Prime=2804.50 p=0.33 66 
There is no significant relationship between a teacher's political 
leanings and whether or not a teacher is in implementer, so null 
hypothesis Ho5 must be retained. As in the previous hypothesis, the 
terms very conservative, conservative, moderate, liberal, and very liberal 
were not defined. There is no litmus test by which to measure one's 
political conservatism or liberalism. Unlike gender, professional 
affiliation, or whether or not one implements HIV/AIDS education, this 
is no either-or categorization. The definition of one's political philosophy 
or political leanings may depend on numerous variables. The results on 
this scale are self-defined and the researcher has no way of determining to 
what extent all individuals defining themselves as conservative, for 
example, are alike. 
Very few of the teachers qualified themselves as liberal or very 
liberal so their data were collapsed into the cell with those who were self-
described as moderate. Implementers classified themselves as either very 
conservative (10), conservative (61), or moderate (33). The data analysis 
suggests that there is no difference between very conservative teachers 
and very liberal teachers in terms of implementation. 
Community Resources 
H06: There is no difference in the implementation of HIV/AIDS 
education in sixth-grade classrooms related to the resources available in 
the community. Survey question 15 asked, "Which of the following 67 
resources are available to the families in your community within half a  
day's drive?" For the frequencies see Tables 16 through 19. 
Table 16 Community Access to Physicians 
Number of Non- Number of 
implementers  Implementers 
no MD access  0  1  1 
MD access  46  118  164 
46  119  165 
Table 17 Community Access to a Hospital 
Number of Non- Number of 
implementers  Implementers 
no hospital access  1  2  3 
hospital access  45  117  162 
46  119  165 
Table 18 Community Access to a Clinic 
Number of Non- Number of 
implementers  Implementers 
no clinic access  1  3  4 
clinic access  45  116  161 
46  119  165 68 
Table 19 Community Access to a Public Health Nurse 
t  Number of Non- Number of 
implementers  Implementers 
no nurse access  0  2  2 
nurse access  45  114  159 
45  116  161 
Since very few respondents reported no access to the specified resources, it 
is assumed that resources are available throughout the districts. 
Of perhaps more interest were the responses in question 17 which 
asked which resources teachers had used in teaching HIV/AIDS. The 
resources included Oregon Health Division materials, videos, physicians, 
school nurse, nurse practitioner, HIV/AIDS support group, 
pamphlets/brochures, speakers, teleconference on teaching HIV/AIDS. 
The resources they reported that they used were pamphlets (127 subjects), 
Oregon Health Division materials (113 subjects), and videos (100 subjects). 
Only four teachers reported using the Oregon Department of Education 
HIV/AIDS Teleconference. Two of those individuals were implementers. 
One possible explanation for the gap between the availability of 
materials and teachers' use of them is that information about how to 
obtain materials is just not readily available. When state agencies such as 
the Oregon Health Division and the Oregon Department of Education do 
not attempt to directly communicate with individual teachers but send 
materials to the building principal, information gets lost. The fact that all 
building principals received information about the HIV/AIDS telecon-
ferences yet only 4 teachers said that they attended is one example of some 
possible communication gap. Other possible causes of the low response to 69 
the teleconference could have been lack of interest, lack of marketing, or a 
lack of perceived responsibility on the part of principals or teachers. 
There is not enough evidence to support a conclusion that access to 
certain resources is a factor in whether a teacher is or is not an 
implementer of HIV/AIDS education. Therefore null hypothesis Ho6 
must be retained. 
Teacher's Religious Philosophy 
H07: There is no difference in the implementation of HIV/AIDS 
education in sixth-grade classrooms related to the religious philosophy of 
the sixth-grade teacher. In survey question 35, respondents were asked, 
"How do you describe your religious philosophy?" These categories were 
then examined in relation to the implementation of HIV/AIDS 
education. Since there were a large number of cells containing small 
numbers and since the data are ordinal in nature, the Mann-Whitney U 
statistic was used to determine significance. Frequencies and Mann-
Whitney analysis results appear in Table 20. 70 
Table 20 Teachers' Religious Philosophies 
Number of Non- Number of 
implementers  Implementers 
Atheist,  1  2  3 
Non-Observant  2  10  12 
Liberal  11  32  43 
Moderate  12  30  42 
Conservative  16  26  42 
Orthodox/Fundamentalist  1  8  9 
43_  108  151 
U=1853.5 U Prime=2634.50 p=0.08 
There is no statistically significant relationship between the 
teacher's religious philosophy and being an HIV/AIDS education 
implementer. Some teachers asked the reason for the inclusion of this 
question. Another teacher commented in the survey margin that he or 
she did not know the political leanings or religious philosophies of 
students' families. Some of the teachers did not answer the question. The 
survey plainly stated that respondents could omit any of the questions. 
The data analysis showed no statistically significant difference. Therefore 
null hypothesis Ha must be retained. 
Ties With a Teacher Education Institution 
1108: There is no relationship between implementation of 
HIV/AIDS education and maintenance of educational ties with a teacher 
education institution. Survey question 18 was used to determine 71 
whether teachers maintained ties with one or more teacher education 
institutions. Teachers were asked how often they took classes at colleges 
or universities for credit. Frequencies and chi square results appear in 
Table 21. 
Table 21 Maintenance of Ties with a Teacher-Education Institution 
Number of Non- Number of 
implementers  Implementers 
Every Year  21  68  89 
Once every 2 or 3 years  13  31  44 
Once every 4 or more  12  20  32 
years 
46  119  165 
U=359.500 U Prime=3114.500 p=0.17 
Based on statistical analysis of the data collected, one must accept null 
hypothesis H08 that there is no relationship between being an 
implementer of HIV/AIDS education and maintaining educational ties 
with a teacher education institution. 
Another way to examine these data is to locate the implementers 
and determine their physical accessibility to a teacher education 
institution. The random selection of teachers represented all but four 
counties. The unrepresented counties were Lake, Gilliam, Sherman, and 
Wheeler. Counties in which a teacher education institution was located 
had respondents who are implementers. Counties which had no 
implementers included Lincoln, Josephine, Harney, Baker, and Wallowa. 
Lincoln, Josephine, Baker, and Wallowa are adjacent to counties with 72 
teacher education institutions. Harmey is remote from teacher education 
centers or communities with other institutions of higher education. 
Accessibility may be a factor in whether or not a teacher is involved in 
advanced educational opportunities. For a graphic representation of the 
counties, the location of teacher education institutions, and the counties 
which had implementers, see Figure 4. 
Sixth-grade teachers have never been required to return to teacher 
education institution for post-baccalaureate classes in order to obtain a 
permanent teaching license (Suzuki, 1995). It is possible that besides there 
being no extrinsic reward for teachers seeking out courses that would help 
them teach new subject requirements, there are few teacher education 
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Relationship With a Mentor Teacher 
1-1(39: There is no relationship between implementation of 
HIV/AIDS education and maintenance of a relationship with a mentor 
teacher at a teacher education institution. Acting as a supervising teacher 
for one or more future teachers was used to determine whether or not a 
practicing teacher (a sixth-grade teacher) was maintaining a relationship 
with a mentor teacher (a college or university teacher). In question 13, 
respondents were asked whether or not they had ever acted as a 
supervising teacher. Frequencies and chi square results appear in Table 22. 
Table 22 Maintaining a Relationship with a Mentor Teacher 
Number of Non- Number of 
implementers  Implementers 
Have not acted as a 
supervising teacher  33  67  100 
Have acted as a 
supervising teacher  12  48  60 
45  115  160 
x2=3.14 df=1 p=0.08 
Analysis of the data showed that the relationship between the 
variables was not significant. Therefore null hypothesis, Ho9 must be 
retained. However, this finding is not surprising considering that the 
mean number of years of teaching experience in this sample is 9.3 years. 75 
Typically in a relationship between a mentor teacher and a 
supervising teacher, the mentor teacher goes into the schools to observe 
the student teacher in the school environment. Accessibility to a mentor 
teacher in this way is limited by the ability of the college teacher (mentor 
teacher) to cover the necessary distance to reach the classrooms where 
student teachers are placed. Distance is probably more of a limiting factor 
in that most of the teacher education institutions are located near the 
Interstate 5 corridor. The only teacher education institution east of the 
corridor is Eastern Oregon State College in Union County. Only three 
study implementers were in that county. Of the surrounding counties, 
only Umatilla had implementers. Wallowa County was not represented 
in the sample and Grant and Baker Counties had no implementers. The 
only county adjacent to a teacher education institution location which 
had no implementers was Lincoln County adjacent to Benton County, the 
site of Oregon State University, and Polk County, the site of Western 
Oregon State College. 
Professional Affiliations 
1-1010: There is no relationship between HIV/AIDS education 
implementation and the sixth-grade teacher's professional affiliations. To 
determine whether or not a relationship existed between belonging to a 
professional organization and implementation of HIV/AIDS education, 
respondents were asked to name any professional organizations to which 
they belonged. The results were converted to numbers representing being 
a member of an organization or not being a member of an organization. 76 
Some of those organizations identified by subjects were as follows: 
National Education Association; Oregon Education Association; Alpha 
Delta Kappa; Blue Mountain Reading Council; and the Oregon Alliance 
for Health, Physical Education, Recreation, and Dance. The frequencies 
and chi square analysis results appear in Table 23. 
Table 23	  Teachers Who are Members of One or More Professional 
Organizations 
Number of Non- Number of 
implementers  Implementers 
No memberships  29  56  85 
One or more memberships  19  64  83 
48  120  168 
X2=2.60 df=1 p= 0.11 
Based on the data collected, there is no significant relationship 
between belonging to a professional organization and being an 
implementer of HIV/AIDS education. Therefore null hypothesis H010 
must be retained. Seven of the implementers reported teaching either 
health or health and another subject such as science, home economics, or 
physical education. Yet of these teachers, only one belonged to a health 
related professional organization. Those that were teaching a specific 
subject frequently belonged to a related professional organization. Many 
of the teachers did belong to the National Education Association or the 
Oregon Education Association. But none of the professional affiliations 
was associated with being an HIV/AIDS education implementer. It may 77 
be that these organizations are concerned with more general education 
issues. 
Reading Professional Journals 
H011: There is no relationship between HIV/AIDS education 
implementation and whether or not a sixth-grade teacher regularly reads 
professional journals. Survey question 11 asked respondents to name any 
professional journals which they regularly read. Individuals were coded 
with one number if they were reading journals and with another number 
if they were not regular journal readers. Some of the journals which were 
frequently listed are as follows: Kappan, Creative Classroom, Reading 
Teacher, Arithmetic Teacher, and Principal. Frequencies and chi square 
results appear in Table 24. 
Table 24 Teachers Who Read Professional Journals 
Number of Non- Number of 
implementers  Implementers 
Non-reader  29  56  85 
Regular readers  19  64  83 
48  120  168 
X2=2.60 df=1 p= 0.11 
Based on the data collected, there is no statistically significant  
relationship between regularly reading professional journals and whether  78 
or not an individual will implement HIV/AIDS education. Null 
hypothesis Ho 11 must be retained. As with hypothesis 10, teachers may be 
concerned with other issues. 
Academic Attainment 
112/12: There is no relationship between HIV/AIDS education 
implementation and level of academic achievement attained by the 
teacher. In survey question 30, respondents were asked to select a choice 
best representing their highest level of academic attainment. Frequencies 
and results of chi square analysis appear in Table 25. 
Table 25 Teachers' Highest Level of Academic Attainment 
Number of Non- Number of 
implementers  Implementers 
Baccalaureate  1  6  7 
Baccalaureate +  30  73  103 
Master's and above  16  39  55 
47  118  165 
x2=0.74 df=2 p=0.70 
Based on the data analysis, there is no significant relationship 
between academic attainment and whether or not an individual will 
implement HIV/AIDS education. Null hypothesis He12 must be 
retained. The problem of accessibility which was discussed in relation to 
hypotheses 8 and 9 may also apply here. One may speculate on any of the 79 
possible reasons that teachers may not be engaging in continuing 
education. It may be that teachers are not rewarded for enrolling in post-
graduate educational opportunities or that they do not feel the need to 
utilize those opportunities. It is lamentable when there are so many 
opportunities for continuing education at the colleges and universities in 
Oregon that there is a gap between the teachers in the field and the 
institutions which could provide them with so much support. Colleges 
and universities have highly trained professionals who could be utilized 
to provide school/community support and service in numerous subject 
areas. 
Teaching Role 
H013: There is no relationship between HIV/AIDS education 
implementation and endorsements held by the sixth-grade teacher. 
It was impossible to determine from the state database what subject area 
endorsements respondents held. Question 19 asked respondents to 
describe the teaching role in which they work with sixth-grade pupils. 
These frequencies and results of chi square analysis appear in Table 26. 80 
Table 26 Sixth-grade Teachers' Classroom Assignments 
Number of Non- Number of 
implementers  Implementers 
Multi-grade classroom  4  12  16 
Self-contained 6th grade  29  90  119 
Subject specialist  11  13  24 
Other  2  5  7 
46  120  166 
X2=4.66 df=3 p=0.20 
The specific teaching assignment proved to be statistically 
insignificant as a factor in whether a teacher is an implementer or not. 
The null hypothesis must be retained. 
Survey question 3 asked respondents whether or not they taught 
HIV/AIDS education. Those individuals who said they did not teach 
HIV/AIDS were asked to indicate what specialty was assigned that 
responsibility. Twenty-three said that HIV/AIDS was not taught or was 
not taught in sixth grade. Forty-six indicated that the teacher responsible 
was either a health teacher or teacher who teaches health and something 
else such as physical education, science teacher, or math. Other specialists 
assigned HIV/AIDS education were in counseling. Subjects from three 
schools reported that their school utilized the services of a nurse to 
implement HIV/AIDS education. The school nurse is not a licensed 
teacher. Nurses may have access to the facts about HIV/AIDS 
transmission and prevention, but school nurses are not trained in child 
and adolescent development or the use of instructional strategies 
appropriate for sixth-grade youngsters. 81 
This diversity of assigned responsibility may be one reason that the 
study found so few implementers. There is confusion over where 
HIV/AIDS should be placed in the curriculum. This confusion would 
affect not only curriculum design but also the design and implementation 
of inservice for diverse teaching populations. 
Personal Demographics 
He14: There is no relationship between HIV/AIDS education 
implementation and age, gender, or marital status of the sixth-grade 
teacher. Survey questions 23, 24, and 25 addressed the issues of age, 
gender, and marital status. Table 27 represents a collapsed summary the 
range of ages of the teachers who answered the questions regarding 
implementation and non-implementation. Table 28 represents the data 
on gender and Table 29 represents the data on marital status. Chi square 
was used to calculate independence of the variables. Analysis results 
appear below the tables. 82 
Table 27 Demographics: Age 
Number of Non- Number of 
implementers  Implementers 
Age: 
21-30  4  18  22 
31-40  14  28  42 
41-50  22  58  80 
51-60  7  13  20 
61-70  0  1 1 
47  118  165 
x2=2.48 df=4 p=0.65 
Table 28 Demographics: Gender 
Number of Non- Number of 
implementers  Implementers 
Male  16  39  55 
Female  31  77  108 
47  116  163 
x2-0.003 df=1 p=0.96 
Table 29 Demographics: Marital Status 
Number of Non- Number of 
implementers  Implementers 
Single  5  18  23 
Married  35  88  123 
Divorced  5  11  16 
Widowed  1  0  1 
46  117  163 
X2=3.10 df=3 p=0.38 83 
There is no relationship between a teacher's age, gender, or marital 
status and whether or not the teacher is an implementer of HIV/AIDS 
education. Therefore accept null hypothesis H014 must be retained. 
The researcher asked for demographic information in order to 
match years of birth and gender with the original state database. The 
purpose was to determine whether or not respondents were indeed the 
sixth-grade teachers to whom the survey was originally mailed. Since 
there are not health teachers in all schools in which there are sixth grade 
classes, the researcher sought to determine what kind of preparation the 
classroom teachers had received to prepare them to implement 
HIV/AIDS education. The researcher hoped to determine what was being 
done about HIV/AIDS education by classroom teachers as opposed to 
trained health teachers. There were a few of the total of 306 survey 
respondents (under 10) who did not match the original information. This 
number is not statistically significant. 
Predicting Implementation 
Of the hypotheses tested in this study, the following factors were 
statistically significant (pt5.05). 
Teacher had three hours or more of training. 
Teacher had training in these subject elements: 
element ccharacteristics of HIV infection, 
element elow-risk behaviors leading to infection, 
element fprevention behaviors, 84 
element ginfection control procedures, and 
element iprevention behaviors; social implications of the 
AIDS epidemic. 
For a summary of the statistical analyses of the individual hypotheses, see 
Table 30. 85 
Table 30 Summary of Results of Statistical Analysis of Hypotheses 
Null Hypothesis  Reject  Accept 
la & 2a Hours Training (3+ hours) 
Content Elements 
content element a: how HIV is transmitted  
content element b: effect on immune system  
content element c: characteristics of infection  
content element d: high risk behaviors  
content element e: low risk behaviors  
content element f: prevention behaviors  
content element g: infection control  
content element h: infected student or staff  
content element i: social implications of AIDS  
content element j: legal issues  
3 Population density of the school 
4 Political leanings of the community 
5 Political leanings of the teacher 
6 Resources of the community 
7 Religious philosophy of the teacher 
8 Teacher having educational ties with a 
teacher education institution 
9 Teacher retaining relationship 
with a mentor teacher 
10 Teacher's professional affiliations 
11 Teacher's reading professional journals 
12 Teacher's academic attainment 
13 Teacher's classroom assignments 
14a personal demographics: age 
14b personal demographics: gender 
14c personal demographics: marital status 
One must be cautious, however, of inferring that each of the six 
independent variables independently relates to the dependent variable. In 
order to infer causality, one must use a different statistic to further 
analyze the data. 86 
Regression analysis was used to determine relationships among 
the many factors considered. Classic regression analysis requires that the 
dependent variable be a continuous equal-interval variable. The 
dependent variable in this studywhether or not a sixth-grade teacher is 
an implementeris dichotomous although continuous. Logistic 
regression was used to estimate various factors' influence on the 
dichotomous dependent variable. A forward/backward step-wise method 
was used to estimate the relationship between the explanatory or 
independent variables and the response or dependent variable (whether 
or not a teacher is an implementer). Starting with one independent 
variable, items are added (forward) one at a time until the model starts to 
break down at which time the least significant variable is discarded 
(backward) if it is not significant at the p..05 level. The computer 
assembles various models that describe the data. The researcher can then 
choose the model which meets the criteria previously set (1)5.05). Because 
some independent variables interact with one another, not all 
independent variables may be in the equation at the same time. That is 
why not all variables in this study are listed in the logistic regression 
table. The model which best fit the criteria of the study is presented in 
Table 31. 87 
Table 31 Logistic Regression Analysis of 
Factors Predicting Implementation 
Variable  Logit Estimate  Std. Error  t-value  p 
(Beta Coefficient) 
Constant  0.17295  0.3785  0.46  0.648 
Teacher had training in 
Content Element E: 
Low-risk behaviors  -1.46942  0.3752  -3.92  0.000 
Teacher teaches in a 
Self-Contained 
Classroom  -0.82963  0.3955  -2.10  0.036 
Teacher is 
Conservative  0.97450  0.4090  2.38  0.017 
The table illustrates the hypothesis that this logistic regression 
model is a representation of the data in the study. The probability is p=.25. 
Since we cannot reject the hypothesis at the .05 level or less, we must 
accept the hypothesis that the model is valid. 
Each element in the regression model was subjected to a t-test to 
determine whether or not the beta coefficient is significantly different 
from zero. The p-values in the right column show that the predictor 
values are all significantly different from zero. Two of the predictor 
variables are negative values. That is because the scaling on the survey 
for those questions was yes=1 and no=2. However the scaling for being 
self-described as conservative was different. Those who identified 
themselves as more conservative received lower scores while those 
individuals indicating more liberal values received higher scores. (See 
Table 14.) Those variables are predictors that a teacher will be an 
implementer. The third element has a positive value which has a 88 
negative effect on implementation. From the regression one may 
conclude that a teacher who has had training in subject content element 
e, who teaches in a self-contained classroom, and who is not 
conservative, will be an implementer of HIV/AIDS education. 
Discussion 
Not all the factors which were significant in the individual tests 
were significant in the logistic regression model. In other words, factors 
that were shown to be significant when tested alone were not 
independent of other significant factors. The first elementthe teacher 
had three or more hours of trainingwas significant in the chi square 
analysis but was not significant in the multivariate regression model. A 
possible reason is that the survey did not detect differences between 
individuals who had small amounts of training and individuals who had 
large amounts of training. Recall that national education organizations as 
well as state and local education officials believe that a minimum of 12 
hours preparation is needed for teachers to be successful HIV/AIDS 
educators (General Accounting Office, 1990). The original HIV/AIDS 
inservice in 1988 lasted over 12 hours and was spread over two days. Only 
23 of the implementers provided answers indicating that they took part in 
this training. One may assume that many of the teachers in the study who 
had had some training, had not had enough training for that variable to 
be included in the model. 89 
Training in teaching low-risk behaviors leading to HIV/AIDS 
infection (content element e) was a significant factor both in the bivariate 
analysis and in the logistic regression model. This content element is 
associated with behaviors that are concerns among sixth-grade students 
such as being friends with someone who might have HIV or AIDS, ear 
piercing, being bitten by an insect, being sneezed or coughed upon by 
someone, coming into contact with another person's sweat, and picking 
up discarded syringes. These behaviors are not unduly uncomfortable to 
address in a classroom. While information about high-risk behaviors 
leading to HIV infection is readily available in the popular media 
(newspapers, radio, TV), information about low-risk behaviors is unlikely 
to be available outside some kind of formal training. Talking about issues 
associated with sexuality is difficult (Fetter, 1989). Parents have difficulty 
discussing sex with their children. It may be even more difficult for 
untrained teachers to do so. Teachers need an environment in which 
they can learn what to teach, and to practice teaching in a safe 
environment (usually as a part of the training experience) in order to 
implement curricula associated with a high level of discomfort. Ninety of 
the implementers in the study had received training. 
Teachers in a self-contained classroom were more likely to be 
implementers. One may speculate that these teachers are in schools 
where there is no health teacher assigned to implement comprehensive 
health education. Health education is part of the required curriculum for 
each grade level K-8. Health education is required in high school but not 
at each grade level. In elementary schools which have a sixth grade there 
is not always an assigned health teacher. In those schools, the classroom 90 
teacher would probably be the individual responsible for health education 
which would include HIV/AIDS education. 
It is of interest that teachers in a self-contained classroom are 
generally not trained as subject specialists. They are required to teach all 
subjects in the curriculum but may not have had special training in those 
subjects beyond what they had in high school. Health is one subject which 
is often neglected in the preparation of elementary school teachers 
(English & Duke, 1995). If being a teacher in a self-contained classroom is a 
predictor of being an implementer, it follows these teachers may not have 
been adequately prepared to teach about HIV/AIDS. 
The teachers' political leanings, though not significant in the bi-
variate analysis, were identified as important by the regression analysis. 
This may be a result of masking by another variable such as lack of 
adequate training. Perhaps these individuals are experiencing difficulty 
with the content of the curriculum and need opportunities to address 
those difficulties outside the classroom. Previous research has indicated 
that comfort level is a factor in the success of implementation of 
HIV/AIDS education (Cinelli et al, 1992; Edge, 1995; Fetter, 1989). 
Individuals who are self-defined as conservative may be experiencing 
difficulties with comfort level or may have disagreements as to what 
subject elements are appropriate for sixth grade, or even with the issue of 
any HIV/AIDS education implementation in sixth grade at all. They may 
disagree with the idea of any implementation of HIV/AIDS education in 
sixth grade. There is some controversy as to the interpretation of the OAR 
which is the impetus for HIV/AIDS education in sixth grade. Individuals 91 
who interpret the OAR literally may not be implementing because they 
do not feel that it is their responsibility. 
The Implementers in the Study 
In spite of the barriers to implementation of HIV/AIDS education, 
120 of the 306 teachers who responded to the survey (almost 40%) 
qualified as implementers. These teachers found ways to provide 
HIV/AIDS prevention information to their pupils. Their perseverance is 
commendable. It was not within the scope of this study to quantify their 
levels of success. To do so would involve more than testing student 
knowledge and student outcomes within the classrooms. One would 
have to conduct a long range study of the students of those implementers 
to determine if infection rates of HIV/AIDS and/or other STDs decrease 
over time. 92 
V. SUMMARY, CONCLUSIONS AND RECOMMENDATIONS 
Introduction 
The purposes of this study were to determine to what extent 
HIV/AIDS education is being implemented in sixth-grade classrooms in 
Oregon, and what factors might predict that a sixth-grade teacher will be 
an implementer of HIV/AIDS education or not. These issues will be 
addressed separately. 
The study found a wide diversity in the way HIV/AIDS is 
implemented. Not all schools which include sixth grade indude 
HIV/AIDS education in their curricula. Some of the respondents were 
not sure whether HIV/AIDS education was implemented or not. In some 
schools, a classroom teacher who is licensed to teach K-6, K-8, or K-12 
takes responsibility for the curriculum. In other schools the subject is 
taught by a teacher who is licensed to teach a specific subject. There was 
also diversity as to which of the elements of AIDS: The Preventable 
Epidemic respondents said they taught. Few of the survey respondents 
said that they taught all the subject elements. Thirty-nine percent of the 
teachers who returned surveys addressed the four elements which were 
predefined to be the most critical elements in the state-adopted 
curriculum. 
Factors which had no significant influence on whether teachers 
were implementing HIV/AIDS education were population density, 
resources of the community, the religious philosophy of the teacher, 93 
whether or not a teacher works with a mentor teacher, a teacher's 
professional affiliations, whether or not a teacher reads professional 
journals, the teacher's academic attainment, or personal demographic 
factors. However, regression analysis indicates that three factors were 
significant in a teacher's being an implementer. Those factors were 
having had training in content element e (low-risk behaviors), teaching 
in a self-contained classroom, and not being self-defined as politically 
conservative. 
The results indicate that teacher training is one factor which 
positively influences HIV/AIDS education implementation. One may 
conclude that implementing teacher training consistently throughout the 
state would increase the percent of teachers implementing HIV/AIDS 
education. However, the other results are more difficult to interpret. 
Training in subject element e was the training element most 
predictive of a teacher's being an implementer. That subjectlow-risk 
behaviors leading to HIV infectionmay be characterized as having a 
high comfort level. As mentioned in the fourth chapter, teaching low risk 
behaviors tends to avoid sexuality issues. One might interpret this to 
mean that teacher training should concentrate on information about 
teaching subjects with high comfort levels. Yet one might also conclude 
that by training teachers how to address subjects that are more associated 
with discomfort, one might increase the teachers' success with those more 
difficult content elements (Edge, 1995; Fetter, 1989). A third interpretation 
of this finding is that not enough training was allotted to the full range of 
curriculum content to cause those elements to be statistically significant. 
One may speculate that short training events touch only on the risk-94 
elements that are most well-known such as injection drug use and 
unprotected sex. This information is part of the sixth-grade curriculum as 
suggested by Oregon Health Division. However, sixth-grade teachers need 
to know exactly how to address this information with this age group. It is 
likely that teachers who had training which was extensive enough to 
cover low-risk behaviors also had opportunities to develop the skills to 
address the sensitive aspects of high-risk behaviors. 
To be an implementer, a teacher had to report teaching how AIDS 
is transmitted, high-risk behaviors associated with infection, low-risk 
behaviors associated with infection, and prevention behaviors. It is 
possible that having had training in teaching low-risk behaviors accounts 
for much of training in the other content elements which are embedded 
in that training. 
The second major predictor of a teacher's being an implementer 
was teaching in a self-contained classroom. Again one may speculate as to 
why this is so. One expects that licensed health teachers might be more 
likely to be assigned to implement HIV/AIDS education. However, as 
stated in the previous chapter, many of the schools where sixth grade is 
placed do not have teachers who are licensed to teach health. It could be 
assumed that if the teacher is in a self-contained classroom where the 
teacher provides the bulk of the instruction, he or she would also take 
responsibility for the health curriculum. (Recall that 50 of the 
respondents indicated that another teacher was responsible for HIV/AIDS 
education, and therefore they were not themselves taking responsibility 
for implementation.) 95 
The third predictor of a teacher's being an implementer was that 
the teacher was not self-defined as politically conservative. This factor is 
more difficult to interpret. The questionnaire did not specifically define 
the options available to the respondent for this question, so it is 
impossible to determine It is also impossible to deduce the extent to 
which teachers who described themselves thus are alike. The data do not 
reveal what specific characteristics of being conservative affect 
implementation. One possibility is that conservative teachers have a low 
comfort level discussing issues dealing with the spread of HIV. It may be 
that training should address these issues to help these teachers overcome 
whatever barriers they have in addressing this topic. One may speculate 
that this factor is a result of a conservative interpretation of the OAR and 
that where it is not supported or enforced, teachers do not address the 
topic. 
Implications 
Implications of this study are numerous. Since both the number of 
youths diagnosed with sexually transmitted diseases and the number of 
young people who are using injection drugs is increasing, the need for 
prevention education is more important than ever before. More students 
are dropping out of school before graduating from high school (Koscher, 
1995). Therefore, HIV/AIDS education should not be postponed until 
high school when more students will have left educational institutions. 
Also, when curriculum choices are left entirely to local school 
boards, there is a strong possibility that curriculum materials which may 96 
be biased and fear-based will be adopted. While abstinence-based 
HIV/AIDS education can be successful, a curriculum must address the 
fact that teenagers are engaging in unprotected sexual activity and using 
injection drugs. Research has demonstrated repeatedly that fear-based 
health education has only short-term effects (Kantor, 1994). Students need 
to practice ways of making decisions and choosing from options. 
Lecturing students to "just say no" to sex or drugs is not education. 
Recommendations 
Clarification of the OAR 
The OAR which was the impetus for implementing HIV/AIDS 
education states that "each district shall incorporate an age appropriate 
plan of instruction...throughout its elementary, middle, and senior grade 
levels," (State of Oregon, 1988a). Confounding this situation, the Oregon 
Department of Education document titled AIDSIHIV Administrative 
Rules: Questions and Answer (Oregon Department of Education, 1988) 
states "All districts must have systematic instruction for all grades, K-12, 
operational by the fall of 1989." (See Appendix C.) State Board of 
Education Bylaws adopted March 11, 1988 (Oregon Department of 
Education, 1988) state, 
Age-appropriate instruction and materials about Acquired 
Immune Deficiency Syndrome/Human Immunodeficiency 
Virus (AIDS/HIV) should be included as an integral part of 97 
each school district's health curriculum throughout the 
elementary, middle and senior high school grade levels. 
And, at least annually, senior high school students should 
receive additional age-appropriate (AIDS/HIV) instruction 
beyond that included in the required health education 
classes. 
Since the OAR which was the impetus for implementing AIDS 
education does not specifically state that HIV/AIDS education should be 
taught "at each grade level," this issue should be clarified. Since sixth 
grade is such a critical time in the development of young people, there 
should be no doubt as to the intention of the statute. 
Six years have passed since the mandate was legislated and there 
appears to be no consistent implementation in the state. According to the 
Oregon Department of Education, HIV/AIDS education is not currently 
evaluated as a part of the site review process. The OAR needs to specify in 
what grades HIV/AIDS education is to be imple-mented. That 
implementation must be regularly evaluated in the site review process. 
Until those changes are made, confusion will continue to result in 
uneven implementation of HIV/AIDS education. Clarification of the 
OAR will provide a basis for enforcement and for providing more 
assistance to those teachers who are either not implementing or who are 
having difficulties. Also, the site review cycle should be implemented 
more frequently than every six years. It is easy to overlook or omit 
curriculum content when implementation is not regularly reviewed. 98 
Training Implications 
Additional Training 
The OAR which required HIV/AIDS education was passed by the 
state legislature, but that bill did not allocate any funds for systematic 
teacher training. Statewide training was implemented only once, in 1988. 
Since that time, new information, new teaching methodologies, and new 
techniques have been developed. Teachers who were in the state system 
when the original inservice was provided may not have participated. 
Also, teachers have left the Oregon system and new teachers have taken 
their places. These teachers may or may not have had training. Oregon 
teacher education institutions do not have requirements that preservice 
elementary education majors take a course in health education. It is 
unlikely that these graduates have had the preparation needed to address 
HIV/AIDS education. These teachers need training opportunities in 
which to develop the necessary skills to deal with sensitive issues 
inherent in HIV/AIDS education (Edge, 1995; Fetter, 1989). The state 
should design and implement systematic training on a continuing basis 
in order to assure that all teachers who are responsible for implemen-
tation are adequately prepared to do so. 
There are several ways to accomplish this goal. The state must 
expect teacher education specialists in Oregon's teacher education 
institutions to take an active role in the inservice process and they should 
be rewarded for doing so. These professionals have access to the 99 
knowledge, skills, resources, and teaching strategies that sixth-grade 
teachers need. They should be utilized in the continuing education 
process as well as preservice preparation to provide continuity 
throughout the state system. Whether this goal is accomplished through 
summer institutes provided on college/university campuses or in the 
districts throughout the state, the teacher education professionals are 
important in the success of the implementation process. This cadre of 
experts should include elementary education specialists as well as health 
education specialists. 
This study found that few of the teachers had the twelve hours of 
training that is deemed minimal for preparing teachers to be 
implementers (General Accounting Office, 1990). The original inservice 
scheduled enough time to adequately train participants. However, many 
of the teachers now teaching sixth-grade youth did not participate in that 
event. Those teachers could benefit from a similar event. Now that six 
years have passed, and teachers have had experience with the various 
curricula adopted by the districts and the state, new training opportunities 
could provide more depth, especially addressing issues that have arisen 
since the OAR first went into effect. 
Additional and continued training would have the added benefit 
of not only updating individuals on the newest developments in the 
field of HIV/AIDS education, but would go a long way to overcoming 
discomfort that some respondents are having with subject elements. 
Since the research demonstrated that teacher training is a significant 
factor in whether or not sixth-grade teachers are implementers, the state 
should provide continuing support for HIV/AIDS education inservice. 100  
Training Options 
There are organizations in Oregon which could assist the state in 
providing the needed training. The Oregon Association for the 
Advancement of Health Education is one of those. This professional 
organization boasts a membership roster of professionals which includes 
many who are nationally certified health educators. These specialists are 
among the best college teachers, public school teachers, and community 
health educators in the nation. These individuals are not only subject 
matter specialists but also specialists in how to design and implement the 
kind of training sixth-grade teachers need. 
Another organization which could assist the Department of 
Education in providing the necessary inservice is the Oregon Health 
Division. The epidemiologists, health educators, and media experts at 
that agency should be included in the continued teacher training process. 
It should be remembered that specialists from OHD were involved in the 
design of the state-adopted curriculum as well as the original inservice 
training. Their expertise should be used in any on-going training efforts. 
A third organization that could be utilized in any training 
implementation is the Oregon Education Association (OEA). Of the 
teachers who reported belonging to a professional organization, most said 
that they belonged to OEA. OEA publications could be utilized for 
publicizing and marketing training opportunities. 101  
Health Education Competency Requirement 
The study showed that teaching in a self-contained classroom was a 
significant factor in being an implementer of HIV/AIDS education. Yet 
many teachers who are teaching elementary classes have not had any 
health education preparation. If some sort of state requirement for 
competency in teaching health education (including HIV/AIDS 
education components) were implemented for all elementary teachers, 
all sixth-grade teachers would have some level of competence in that 
subject (Wise, 1994). Most, if not all, teacher preparation institutions in 
Oregon, place HIV/AIDS education exclusively within the domain of 
health education. Currently the licensing process as overseen by the 
Teaching Standards and Practices Commission, does not require that sixth 
grade teachers complete a health education competency. If the teaching 
license were dependent on a competency in comprehensive health 
education, implementation might improve for two reasons. The State of 
Oregon would be making a statement that this topic is a priority. Teachers 
would be provided with basic information and skills to address 
complexities of HIV/AIDS education implementation. A model program 
integrating health education into the degree requirement for elementary 
and early childhood education majors was implemented recently at 
Clarion University in Pennsylvania (English & Duke, 1995). Similar 
programs should be implemented in Oregon's teacher education 
institutions. Teachers seeking an elementary education license should be 
required to possess competency in comprehensive health education so 
that they will be prepared to implement the OARs which address health 102  
education are implemented as a part of a comprehensive health 
education curriculum. 
Further Studies 
Specific Issues Which Should Be Addressed 
This research must be viewed as a preliminary study. Certain areas 
of concern which have been identified include the following. 
1) The database from which the sample was drawn did not contain 
the names of subject specialists who may be the ones who are 
assigned the responsibility for teaching HIV/AIDS education. 
2) Some of the teachers who returned the questionnaire were 
confused by the terms preservice and inservice. 
3) There were a significant number of teachers who returned 
incomplete questionnaires. 
The above three issues taken into account with the data collected suggest 
that there is a problem with implementation of HIV/AIDS education in 
sixth-grade classrooms. Since sixth grade is such a pivotal time in the 
lives of developing youth, and since most of them are at the age of 
making decisions as to whether or not to engage in risk-taking behaviors, 
it is critical that further studies investigate what is being done about 
HIV/AIDS education in sixth-grade classrooms. 
It is possible that the study itself was looking in the wrong places 
for the elements that determine whether or not a teacher will be an 103 
implementer. Factors such as personal demographics and religious 
philosophy proved to be of little importance. 
Future studies should concentrate on those parameters which 
came closer to affecting implementation. The issues of time in training 
and subject content of training should be explored further. Future 
research should explore the issue of comfort level in relation to specific 
subject elements. 
The Issue of Being "Conservative" 
It is difficult to assess the reason why being self-defined as 
conservative should be a detriment to the implementation of HIV/AIDS 
education. Further studies should attempt to detect what specific 
characteristics of this population affect implementation. One cannot 
discriminate between teachers on the basis of political philosophy when 
assigning teaching responsibilities. A better solution would be to 
determine what reasons are interfering with these teachers' ability to be 
implementers and to address those reasons. A qualitative study in which 
conservative teachers were interviewed and observed may provide the 
necessary information to answer this question. 
It is possible that lack of knowledge is the main deterrent. As one 
study found, teachers with the lowest knowledge scores held the most 
conservative attitudes toward sexuality-related issues, anticipated the 
most discomfort teaching, and had considerably lower intent to 
implement the HIV/AIDS curriculum (Levinson-Gingiss & Hamilton, 104 
1989). HIV/AIDS education components integrated into the overall staff 
planning of the district could help dissipate some of that lack of comfort. 
Teachers' Political and Religious Philosophies 
Some respondents took offense at the questions regarding their 
religious and political philosophies. The survey was conducted during an 
election year and some teachers were sensitive about how the researcher 
might plan to use the information. There is no way of knowing how 
many surveys were not returned due to these questions. Since the issue 
of political philosophy did show some effect on implementation, the 
survey should be replicated during a non-election year. Care should be 
given to defining the terms that were used to indicate political 
philosophy. 
Seventeen of the respondents (17) objected to the questions 
regarding personal and/or community religious and political philosophy. 
This number represents 5.6% of the number responding to the survey. 
There is no way to estimate whether these questions significantly 
influenced some individuals to not complete and return the survey. A 
total of 96 study subjects (31.4%) left all the political and religious 
questions unanswered. 105  
A Final Word 
Changes are taking place in public education. As the twenty-first 
century approaches, planning for new and better ways of educating the 
citizens of tomorrow is underway. We must not only consider changes in 
the ways we teach our youth. We must also look for better and more 
efficient ways to prepare and support the teachers of our youth. Staff 
development from preservice to retirement is no longer a frill that we 
can cut to save money. Nor can we pretend that completion of a degree 
which leads to the teaching credential is all that is necessary to create 
teachers. The subject of HIV/AIDS education is no different from any 
other subject in the school curriculum. Teachers need current 
information on the subject as well as continued education in the best 
ways to present that information to students at all educational levels. 
Preservice education and staff development are essential elements for the 
implementation of HIV/AIDS education. 106 
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APPENDIX A. STATE PROFILESSCHOOL HIV/AIDS EDUCATION 
Advisory  Teacher 
State 
State Law/Policy 
( mandate /recommend) 
Curriculum/Guideline 







Alabama  Both (nandates)(5th -12th)  no  excellent  no/poor 
Alaska  Both (recommend)(K-12th)  yes (9th-12th)  adequate  no/poor 
Arizona  Law (mandate)  yes (9th)  excellent  no/adequate 
Policy (recommend) 
Arkansas  Law (mandate  no  poor  no/adequate 
Policy (recommend) 
California  Both (mar dates)(7th-12th)  yes  excellent  no/excellent 
Colorado  Policy (recommend)(K-12th)  excellent  no/poor 
Connecticut  Both (mandates)(K-12th)  less than  yes  excellent  yes/adequate 
adequate 
D.C.  Both (inandates)(4-12th)  less than  yes (7th)  poor  yes/adequate 
aclecate 
Delaware  Both (mandates)(K -12th)  yes (9th)  adequate  no/adequate 
Florida  Both (mandates)(6-12th)  no  excellent  no/poor 
Georgia  Both (mandates)(K -12th)  yes  excellent  yes/adequate 
Hawaii  Policy (mandate)  less than  yes (7th)  excellent  yes/excellent 
adequate 
Idaho  Policy (mandate)(K-12th)  adequate  yes/adequate 
Illinois  Both (manclates)(K-1211)  no  adequate  no/poor 
Indiana  Law (mandate)  no  excellent  no/poor 
Policy (recommend) 
Iowa  Both (mandates)(1st-12th)  adequate  yes (7th)  excellent 
Kansas  Both (mandates)(K -12th)  less than  yes (7th)  excellent  yes/adequate 
adequate 
Kentucky  Policy (recommendXK-12th)  less than  yes (6th)  excellent  no/adequate 
adequate 
Louisiana  Both (reconunend)(7th-lOth)  adequate  excellent  yes/adequate 
Maine  Policy (recommendXK -12th)  adequate  no  excellent  yes/poor 
Maryland  Policy (mandate)(3rd-12th)  yes (8th)  excellent  no/excellent 
Massachusetts  Policy (recommendXK-12th)  exemplary  yes (6th)  excellent  no/excellent 
Michigan  Both (mandates)(K-12th)  adequate  yes (6th)  excellent  no/adequate 
Minnesota  Both (mandates)  adequate  yes  excellent  yes/adequate 
Mississippi  Policy (recommencl)(K-12th)  less than  no  excellent  no/adequate 
adequate 
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Missouri  Policy (recommend)(K-12th)  less than  no  adequate  no/poor 
adequate 
Montana  Policy (recornmend)(K-lth2)  adequate  yes (7th)  adequate  no/adequate 
Nebraska  Policy (recommend)(5th-12th)  yes (7th)  excellent  no/adequate 
Nevada  Both (mandatesXK -12th)  adequate  yes (8th)  poor  yes /excellent 
New Hamp- Both (mandates)  adequate  yes (7th)  excellent  no/poor 
shire 
New Jersey  Policy (ntandate)(K-12th)  exemplary  yes (6th)  excellent  no/adequate 
New Mexico  Policy (mandate)(K-12th)  no  excellent  no/poor 
New York  Policy (mandate)(K-12th)  yes (9th)  excellent  yes/adequate 
North Carolina Both (mandates)(7th-12th)  less than  Yes  poor  no/poor 
adequate 
North Dr.ko'a  Policy (recommend)(4th-12th)  adequate  no  poor  yes/adequate 
Ohio  Policy (mandate)(7th-12th)  adequate  yes (7th)  adequate  yes/adequate 
Oklahoma  Both (mandates)(7th-12th)  Yes  excellent  no/adequate 
Oregon  Both (mandates)(K-12th)  yes (9th)  excellent  no/poor 
Pennsylvania  Policy (mandate)  yes (7th)  excellent  yes/adequate 
(5-6, middle, high) 
Rhode Island  Both (mandates)  less than  yes (11th)  poor  yes/adequate 
adequate 
South Carolina Both (mandates)(6th-12th)  exemplary  yes  excellent  no/adequate 
South Dakota  Both (mandatesXK-12th)  adequate  yes (7th)  poor  excellent 
Tennessee  Both (mandatesXK -12th)  adequate  yes (7th)  excellent  yes/undetermined 
Texas  Policy (recommend)(PreK-12th)  yes (7th)  excellent  no/excellent 
Utah  Both (mandates)(8th-12th)  less than  no  excellent  no/excellent 
adequate 
Vermont  Both (manciatesXK-12th)  adequate  yes (7th-12th)  excellent  no/undetermined 
Virginia  Both (mandates)(4th-lOth)  adequate  yes (7th)  excellent  no/adequate 
Virgin Islands  Both (mandatesXK-12th)  yes (6th)  adequate  no/poor 
Washington  Law (mandates)(5th-12th)  less than  yes (7th)  excellent  no/poor 
adequate 
West Virginia  Both (mandates)(6th-12th)  adequate  yes (7th)  excellent  no/excellent 
Wisconsin  Both (mandatesXK-12th)  adequate  no  excellent  no/poor 
Wyoming  Policy (recommend)(K-12th)  adequate  yes (high  excellent  no/adequate 
school) 
from SIECUS Report, 2/(1) 1992. 117 
Appendix B. Three Oregon Administrative Rules 
OAR 581-22-412  
Plan of Instruction  
Infectious Diseases Including Acquired Immune Deficiency  
Syndrome (AIDS). AIDS-Related Complex (ARC).Human  
Immunodeficiency Virus (H1V).and Hepatitis B  
Statutory Authority:  
SBE  
OAR  
581-22-4 1 2  
Infectious Diseases Including Acquired Im.mune Deficiency  
Syndrome (AIDS),  
AIDS-Related Complex (ARC), Human Immunodeficiency Virus  
(HIV), and  
Hepatitis B  
(1)	  Each school district shall incorporate an age- 
appropriate plan of instruction about infectious  
diseases, including Acquired Immune Deficiency  
Syndrome (AIDS), AIDS- Related Complex (ARC), Human  
Immunodeficiency Virus (HIV), and Hepatitis B as an  
integral part of the health education curriculum  
throughout its elementary, middle and senior grade  
levels. In addition, at least annually, all senior  
high students shall receive age appropriate  
instruction about AIDS, ARC, HIV, and Hepatitis B.  
(a) The plan of instruction required by this rule  
shall be developed cooperatively by parents,  
teachers, school administrators, local health  
department staff, other community  
representatives and persons from the medical  
community who are knowledgeable of the latest  
scientific information.  
(b) Local school boards shall approve the plan of  
instruction and require that it be updated in  
accordance with new scientific information.  
(c) Any parent may request that his/her child be  
excused from that portion of the instructional  
program required by this rule under the  
procedures set forth in ORS 336.035(2) or OAR  
581-22-415.  118 
(2) The plan of instruction shall include information:  
(a) About hygienic practices which reduce the risk  
of exposure to HIV, Hepatitis B and other  
infectious diseases;  
(b) Designed to allay those fears concerning HIV  
which are scientifically groundless;  
(c) That promotes abstinence for school-age youth  
and monogamous relationships for adults as the  
safest and most responsible sexual behaviors;  
(d) About responsible sexual behaviors which may  
reduce or eliminate exposure to HIV and other  
sexually transmitted diseases;  
(e) About the high risks of contracting HIV,  
Hepatitis B and other infectious diseases  
through sharing intravenous drug needles or  
syringes.  
dc OAR476  
04/21/88  
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Oreaon Administrative Rule 581-22-705  
Health Services  




Health Services  
(1) The school district shall maintain a prevention  
oriented health services program for all students  
which provides:  
(a) Emergency health care, space that is adequately  
equipped for providing first aid and isolates the  
sick or injured child from the general student  
body;  
(b) Communicable disease control, as provided in  
Oregon Revised Statutes;  
(c) Health records and health record information;  
(d) Adaptation of services for students with special  
health needs;  
(e) Coordination with the health education program;  
(f) Vision and auditory screening; and  
(g) Coordination with local public health services  
agencies  
(2) School districts shall adopt policies and procedures  
which consider admission, placement and supervision of  
students with infectious diseases including Hepatitis  
B, Human Immunodeficiency Virus (HIV) and Acquired  
Immune Deficiency Syndrome (AIDS).  
(3) School nurses employed by a school district shall be  
licensed to practice as registered nurses.  
(4) At least one staff member for each 60 students in each  
school shall hold a current, recognized first aid  
card. No school shall have less than one staff member  
who holds a current, recognized first aid card.  
(5) The. school district shall have policies and/or  
administrative procedures concerning employees with  
infectious diseases including Hepatitis B, Human  
Immunodeficiency Virus (HIV) and Acquired Immune  
Deficiency Syndrome (AIDS).  
dcOAR448  
03/28/88  120  
Oregon Administrative Rule 581-22-413  
Prevention Education Proarams in Drugs and Alcohol  




Prevention Education Programs in Drugs and Alcohol  
The statutory authority for this rule is ORS 326.011,  
336.222, 336.227, 336.235, and 336.245.  
(1) Each school district shall develop a plan for a drug  
and alcohol prevention program which shall include:  
(a) Drug and alcohol prevention instruction as an  
integral part of the district's comprehensive  
health education program. In addition, at least  
annually, all senior high school students shall  
receive age-appropriate instruction about drug and  
alcohol prevention.  
(A) The age-appropriate curriculum for this  
instruction shall:  
(i) emphasize prevention,  
(ii) be reviewed and updated annually to reflect  
current research, and  
(iii) be consistent with State Board adopted  
Health Education Common Curriculum Goals.  
(B) Basic information shall include:  
(i) the effects of alcohol, tobacco, and other  
drug use,  
(ii) all laws relating to the use, especially by  
minors, of alcohol and other illegal drugs,  
and  
(iii) the availability of school and community  
resources.  
(C) The instructional program shall include  
activities which will assist students in  
developing and reinforcing skills to:  
(i) understand and manage peer pressure,  
(ii) understand the consequences of consuming  
alcohol and other drugs,  
(iii) make informed and responsible decisions,  
and  
(iv) motivate students to adopt positive  
attitudes towards health and wellness.  
(b) A public information program for students,  
parents, and district staff; and  
(c) Policies, rules, and procedures which:  121  
(A) include a philosophy statement relating to  
drug-free schools,  
(B) define the nature and extent of the district's  
program, including a plan to access and use  
federal funds,  
(C) state that alcohol, tobacco, and other drug use  
by students is illegal and harmful,  
(D) in accordance with OAR 581-21-050 and OAR 581-
21 -055, indicate the consequences for using  
and/or selling alcohol and other drugs,  
including the specific role of the school as it  
relates to law enforcement agencies,  
(E) describe the district's intervention and  
referral procedures, including those for drug- 
related medical emergencies,  
(F) indicate clearly that the school district's  
jurisdiction includes all school sponsored  
events including student activities, and  
(G) are reviewed and updated annually beginning  
with the 1990-91 school year.  
(2) The district's drug and alcohol prevention and  
intervention program shall be approved by the school  
district board after consultation from parents,  
teachers, school administrators, local community  
agencies, and persons from the health or alcohol and  
drug service community who are knowledgeable of the  
latest research information.  
(a) Inform all staff of the district plan and their  
responsibilities within that plan; and  
(b) provide drug and alcohol prevention education to  
all staff.  
dcOAR20  
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Appendix C. AIDS/HIV Administrative Rules: Questions and Answers 
OREGON DEPARTMENT OF EDUCATION  
AIDS/HIV Administrative Rules 
Questions and Answers  
1. What does OAR 581-22-412, referring to  a Plan of Instruction, say? 
A plan of instruction for an age-appropriate health curriculum on infectious diseases, 
including AIDS, HIV, ARC and Hepatitis B, shall be developed by each local school 
district. 
2. What is a plan of instruction? 
A plan of instruction would include: 
Development of an overall plan for curriculum design and implementation of 
AIDS Prevention Education that indicates: 
- incorporation into district Health Education Curriculum;  
a cooperative effort actively involving representatives of the community as  
designated in 1 -a. of OAR 581-22-412.  
Timelines for development, public review, adoption and implementation. 
Review process for updating material. 
Procedures for notifying parents of the instructional plan. 
The plan of instruction shall be in place by September 6, 1988. 
3. When must implementation of the plan of instruction begin? 
Because of the seriousness of this issue, districts are encouraged to put this plan into 
operation as soon as possible. Some districts have already completed their plan of 
instruction and will begin full implementation in the 1988-89 school year. Other districts 
will be working on providing inservice programs for staff, developing community 
awareness and involvement, reviewing and selecting curriculum and instructional 
materials, and incorporating the plan into their Health Education Curriculum. In grades 9 
12, instruction shall begin during the 1988-89 school year. All districts must have 
systematic instruction for all grades, K-12, operational by the fall of 1989. 
4. What is age appropriate instruction? 
It is instruction determined to be developmentally appropriate according to proven 
educational practice and consistent with community values and attitudes. 
5. Who determines on what is "age appropriate?" 
The team developing the plan of instruction as set out in (la) makes a recommendation on 
what should be taught at what level. The final decision on the adoption of a plan of 
instruction rests with the local school board. 
6. What would children in early grades be taught about AIDS? 
For young children in grades K-3, AIDS- related instruction should allay fears. They can 
be told that AIDS is a very serious disease that some adults get but children rarely do, and 
they can be assured that they cannot get AIDS from hugs, sneezes, or games of tag. 123 
Most AIDS instruction at this level would probably not even use the term "AIDS," but 
instead would reinforce good personal hygiene, such as dealing with bloody noses, and 
safety, such as avoidance of discarded hypodermic needles. 
7. Can students be excused from class during instruction about HIV/AIDS? 
Yes. Students shall be excused from AIDS instruction upon parental request under 
provision of ORS 336.035. 
Parents should be notified in advance of the planned instruction and be allowed to preview 
activities and curriculum materials. 
8. Is there a required state curriculum? 
No. Local school districts can adopt existing curriculum materials or develop their own. 
9. Has an HIV/AIDS curriculum been developed at the state level? 
A curriculum guide is being developed. During the 1987 legislative session, funds were 
appropriated to develop an HIV/AIDS Prevention Education Curriculum. The working 
draft of the curriculum guide for grades 4-12 was cooperatively developed by the State 
Health Division and the Oregon Department of Education. It is being reviewed and revised 
at this time. The curriculum for grades K-3 is scheduled for development in the fall of 
1988. 
10. Who has reviewed the HIV/AIDS curriculum guide? 
The HIV/AIDS Curriculum Advisory Committee appointed by the State Superintendent is 
in the process of reviewing the curriculum guide. Review panels comprised of teachers, 
parents, school board members, clergy, medical professionals and others are evaluating 
the curriculum guide during the spring of 1988 and will make recommendations to the 
Advisory Committee by June 30. 
All 1700 participants of the 14 two-day HIV/AIDS Prevention Education workshops 
received a copy of the working draft and were asked to send recommendations to the State 
Health Division or the Oregon Department of Education. These recommendations were 
considered during the review process. Copies of the draft curriculum guide were also 
made available for public review in every county health Office. 
11. When will the final copy of the HIV/AIDS curriculum guide be released? 
It is anticipated the guide for grades 4-12 will be available in late August 1988. The guide 
for grades K-3 will be developed in the fall of 1988 and will be available to school districts 
by March of 1989. Regional workshops similar to those of 1988 will be conducted. 
12. What does OAR 581-22-705, referring to Health Services, say? 
Policies and procedures must be adopted by local school districts for dealing with students 




Appendix D. State Board of Education Bylaws, March 11, 1988 
State Board of Education Bylaws 
5680 AIDS/HIV (Acquired Immune Deficiency Syndrome/Human
Immunodeficiency Virus) 
Age-appropriate instruction and materials about Acquired Immune Deficiency 
Syndrome/Human Immunodeficiency Virus (AIDS/HIV) should be included as an 
integral part of each school district's health education curriculum throughout the 
elementary, middle and senior high school grade levels. And, at least annually, senior 
high school students should receive additional age-appropriate (AIDS/HIV) instruction 
beyond that included in the required health education classes. 
The curriculum should: 
Allow sufficient class time for discussion of the subject so that students are 
able to assimilate the information. 
Encourage the involvement of parents and various community groups. 
Provide students with opportunities to gain information and develop skills 
which will lead to healthy decisions concerning AIDS/HIV. 
Allay AIDS/HIV-related fears in the early grades, encourage personal hygiene 
and build a foundation for more detailed instruction in later grades. 
Provide information on the nature and transmission of AIDS/HIV in clear, 
simple and direct language. 
Convey the message that anyone can contract AIDS/HIV, regardless of race, 
sex, age or sexual orientation. 
Promote abstinence for school-age youth and monogamous relationships for 
adults as the safest and most responsible sexual behaviors. 
Develop an understanding that AIDS/HIV is an important health problem with 
a far-reaching impact on society. 
Include information about responsible sexual behaviors which may reduce or 
eliminate exposure to HIV and other sexually transmitted diseases. 
Be updated regularly based on new information. 
The Department of Education shall work cooperatively with the State Health Division 
to provide assistance to school districts through education, regional workshops and 
resource materials. 
Adopted by State Board 3/11/88 125 
Appendix E. Letter from Oregon Health Division: December 14, 1987 
Department of Human Resources  
HEALTH DIVISION  
1400 S.W. 5th AVENUE, PORTLAND, OREGON 97201 PHONE 229-5792  
December 14, 1987  
Dear Administrator:  
The Oregon State Health Division and the State Department of  
Education are planning AIDS Education In-Service Workshops for  
Oregon schools.  The workshops will be two days. Locations are  
being arranged by the Educational Service Districts all across  
Oregon.  There is a workshop scheduled for your area.  
To give you some background into the development of these  
workshops and the AIDS curriculum for grades 4-12: In 1987  
legislative session, the Oregon State Health Division was  
funded to develop AIDS curriculum through House Bill 2067.  
Funds were also appropriated to implement AIDS education.  In  
meetings with the Oregon State Health Division and the State  
Department of Education in the summer of 1987, the decision was  
made to offer in-depth two day workshops on AIDS.  
In 1986-87 the Oregon State Health Division wrote and  
distributed the first generation of "AIDS  the Preventable  
Epidemic  Guide for Teacher's," grades 9-12.  In the summer of  
1987, a nine member writing committee was convened to write the  
first draft of a grade 4-12 curriculum.  The members of the  
writing committee represented many different school districts  
and grade levels.  The first draft was put together in a  
working document and has been revised several times since then.  
By the time we begin offering the two day workshops we will  
have a Working Draft for the teachers attending. We are asking  
that after the in-service, they take the draft back to their  
school and teach AIDS this spring.  After completing the unit,  
send us written comments which we will incorporate in the  
Working Draft during the summer of 1988 and have a final  
curriculum completed by the fall of 1988.  
We would like to invite your school district to send the  
following people to participate in the workshop in your area:  
all the middle and high school health teachers and an  
elementary teacher from the fourth or fifth grade level, an  
administrator and a school board member or parent.  The State  
Health Division will offer Incentive Grants to your school  
district on a $100 per capita basis for the teachers who  
attend.  We will also reimburse for travel for all who are  
driving more than 50 miles round trip.  Please carpool whenever  
possible.  The state rate is $.21 per mile.  We will provide  
lunch for all who attend.  If your district is distant from the  
workshop location, is 50 miles or more one-way then we will  
reimburse for one night's lodging at $ 28.50 per attendee.  You  126  
will need to arrange your own lodging.  We will need a  
registration form from your school district for each person  
planning to attend. These must be returned at least one week  
prior to the workshop to the ESD, sooner if possible.  
Attached you will find a tentative agenda and our current dates  
for the workshops listed by county.  Your ESD will be giving  
you the exact workshop location for your area.  
To be able to reimburse your school district we will need to  
have a signed contract.  This is enclosed.  Please read all of  
the reimbursement and incentive grant information, sign the  
contract and return it to the Oregon Health Division.  The  
Contract must be received in our office prior to the workshop.  
The trainers who will be presenting at these workshops are:  
Claudia L. Webster, AIDS Education Coordinator, State  
Health Division  
Paula Radloff, AIDS Health Educator  Schools, State Health  
Division  
Henry Horton, STD Program Manager, State Health Division  
Doug Harger, STD Program, State Health Division  
Len Tristch, Health Specialist  Department of Education  
Representative from Local Health Department  
Sincerely,  
Claudia L. Webster  
AIDS Curriculum Coordinator  
Office of Health Status Monitoring  
CLW:gw  
Enclosures:  
1.  Registration Forms  Return to ESD  
2.  Proposed Agenda  
3.  List of all workshops  
4.  List of schools contacted by Department of Education  
5.  Contract  Return to Oregon Health Division before  
workshop  
6.  Invoice  Return to Oregon Health Division after workshop  127 








Region 8  
UMPQUA  
By Educational Service District Region 
Oregon State Health Division Report  
1988  
School Districts 27  Number of students 63,030  
Washington County was site  
School Districts 13  Number of students 13,275  
Pendleton was site  
School Districts 11  Number of students 29,589  
East Multnomah county was site +PPS 51,657  
School Districts 27  Number of students  44,572 
Clackamas county was site  plus:  N. Powellhurst Attem. 
School, Gaarde Christian Elem., Holy Redeemer, Lasalle HS 
& St. Johns OC 
School Districts 30  Number of students 50,728 
Salem was site  plus Ore. Sch. for Deaf, Oregon Episcopal 
School and Ore. State Hospital High School, Wayne Morse 
HS, O.S.H. Marion ESD & OR Primary Care Assoc. 
School Districts 17  Number of students 28,082  
Corvallis is site plus Linn-Benton ESD Special Educ  
School Districts 14  Number of students 42,323  
Eugene was site  plus Oregon Research Institute  
School Districts 15  Number of students  10,463  
Roseburg was site  plus MILO ACADEMY, CAMPFIRE,  
TRAINING & EMPLOYMENT  128 
Region 9  School Districts 11  Number of students  13,286  
Coos Bay was site  
Region 10  School Districts 10  Number of students 33,607 
Medford was site plus Sacred Heart High-K Falls 
Region 11  School Districts 16  Number of students 7,426 
The Dalles will be site 
Region 12  School Districts 8  Number of students  17,505 
Bend was site  plus: Crossroads Altem. School, 
Sunriver Preparatory School & Three Sisters SDA School 
Region 13  School Districts 8  Number of students  10,319 
Klamath Falls was site 
Region 14  School Districts 18  Number of students 12,161 
Baker was site 
Portland Public Schools 2 curriculum workshops 
students attend Portland Public Schools  51,657 
TO DATE: TOTAL SCHOOL DISTRICTS 226--STUDENTS SERVED 428.023 
In Oregon there are 304 Public School Districts with 432,333.8 students. 74% of Oregon 
school districts attended. They represent 99% of Oregon students. 129 
HIV/AIDS PREVENTION WORKSHOP  
OREGON SCHOOLS  
1988  
Reported by designation of attendees  
TEACHERS: 
HIGH SCHOOL  371 
MIDDLE/JR HI  338 
ELEM  270 
K-8  59 
7-12  9 
GRADE UNKNOWN  168 
TOTAL  1215 
ADMINISTRATORS  172 
BOARD MEMBERS  41 
SCHOOL NURSES  39 
SCHOOL COUNSELORS  21 
COMMUNITY MEMBERS  28 
STUDENT-COLLEGE  2 
ALTERN/PRIVATE SCHOOLS  29 
COLLEGE REPRESENTATIVES  6 
REPRESENTATIVES/SENATORS  6 
OR STAFF REPRESENTATIVES  6 
LOCAL HEALTH DEPARTMENTS  32 
ESTIMATE TOTAL  1591 
Oregon public school districts attending AIDS curriculum workshop: 
74.01% of total (225 of 304). 
These districts represent 428,466 students (of 432,333.8 in Oregon), or 
99.11%! 130 
Appendix G. Letter from Oregon Health Division: December 11, 1987 
Department of Human Resources HEALTH DIVISION  
1400 S.W. 5th AVENUE, PORTLAND, OREGON 97201 PHONE  229-5792  
December 11, 1987  
TO:	  Oregon Public School Superintendents/  
Local Health Department Administrators  
RE:	  AIDS/HIV Regional Workshops  
Last month you received a communication concerning the AIDS/HIV  
efforts of the State Department of Education.  We would like to  
bring you up to date about activities related to these and  
other prevention efforts at the state level.  
The staffs at the Department of Education and the State  
Health Division are about to complete their collaborative work  
on a draft of a new "AIDS/HIV Prevention Education Curriculum."  
We are making final arrangements to conduct 14 regional two- 
day workshops beginning in January.  These workshops for school  
district teams will review the new curriculum and related  
materials.  Local health departments are invited to send a  
representative to these workshops, and to participate in the  
curriculum review process.  
The Oregon Board of Education passed an AIDS/HIV Prevention  
Education Policy at its October 15 meeting.  Attached is a copy  
of this new policy.  
The Board will soon be holding hearings and acting on OARs  
concerning AIDS/HIV curriculum, student services and staffing.  
We know that you and your staff are extremely busy.  However,  
AIDS/HIV represents a life-and-death issue which we can not  
avoid or take lightly.  We strongly urge you to begin planning  
now to send a team to one of the regional workshops.  You will  
be contacted by your ESD when  all the workshop dates, sites  
and agenda have been established.  
We look forward to your participation in this very important  
effort.  
Cordially,  
Verne A. Duncan  Kristine Gebbie  
State Superintendent  Administrator  
of Public Instruction	  State Health Division  131 
Appendix H. Survey Instrument and Enclosures 
Donna Holberg Kuttner, EdM, MS 
4 October 1994 
Teacher Name 
Teacher Address 
City, OR ZIP 
Dear Sixth-grade Teacher, 
As a sixth grade teacher you have no doubt participated in numerous teacher 
inservice and teacher education sessions. These may or may not have had a 
positive impact on your teaching. Agencies providing teacher education and 
inservice need to hear from teachers to determine how to best meet their needs. 
The Department of Public Health at Oregon State University is conducting a survey 
of selected sixth-grade teachers to gain information on their experiences with 
HIV/AIDS education inservice and how it may have been applied in their 
classrooms. 
You are one of a small number of sixth grade teachers being asked to give an 
opinion on HIV /AIDS teacher inservice and how you have used your experiences 
in your classroom. Your name was randomly selected from an Oregon Department 
of Education list including all sixth grade teachers employed in the 1993-1994 term 
in Oregon public schools. If the results of the survey are to truly represent the 
feelings and practices of all sixth grade teachers, it is important that each 
questionnaire be completed and returned. However, if you choose not to 
participate in the project, please return the survey in the postage paid envelope so 
that we will know that the survey did not get lost. 
There is a code number on each survey. This number will be used so that we may 
check your name off the mailing list when your survey is returned. No one but this 
researcher will be able to identify you. That information will be discarded after 
returns are recorded. All information will be kept strictly confidential. If you have 
any questions, please feel free to contact me at (503) 757-9658 between 6-9 PM 
Monday through Thursday. I have enclosed a postage paid return envelope for 
your convenience. 
Thank you for taking your valuable time to participate in this study, and enjoy the 
enclosed cup of coffee while you complete the survey. 
Sincerely yours 






August 3, 1994 
To Whom It May Concern: 
The Oregon Health Division HIV Program thinks that this is an important study which 
will help improve the understanding of what teachers need in HIV/AIDS inservice and 
pre-service training. Our office has been involved and continues to be involved in 
teacher training and in HIV /AIDS curriculum development. We will be able to improve 
the quality of our training to best meet the needs of the classroom teacher by using the 
results of this study. We continue to see rising numbers in the HIV epidemic in 
Oregon and education is the best prevention. HIV/AIDS is a preventable epidemic, but 
that will only happen with all of our efforts to educate the youth in Oregon. 
Your individual input is greatly needed and appreciated. Please take the time to 
complete this survey and return it as soon as possible. 
Thank you for participating. 
Sincerely, 
Claudia L. Webster 
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HIV/AIDS EDUCATION TEACHER OPINION SURVEY 
Please answer the questions on this survey to the best of your memory . You may omit any question that you 
are unable to answer. 
1. Are you currently working in some capacity with sixth grade students? (Circle one number .) 
1  YES (If (Skip to question #3.) 
2 -NO (Go on to question #2.) 
2. Have you been assigned to work with sixth grade students within the last three years? (Circle	  one 
number.) 
1  YES (Go on to question #3.) 
2  NO (This survey seeks to get information about what sixth grade teachers are doing in their 
classrooms. If you are not currently teaching sixth grade students and have not donc so 
within the last three (3) years, please return this survey to the researcher in 1:.e enclosed 
stamped envelope so that we will know that it was not lost. Thank you for your time.) 
3. Do you teach HIV/AIDS Education in your sixth-grade classroom? (Circle one number.) 
1 I TEACH HIV/AIDS EDUCATION (Go to question 3B.) 
2  I DO NOT TEACH HIV/AIDS EDUCATION. 
3A. Please specify which specialty does do so. 
(Now go to question 5.) 
3B. Please indicate which curriculum elements you teach in your sixth-grade classroom. 
(Circle one number for each.) 
YES, I  NO, I DO 
TEACH  NOT TEACH 
a. How HIV is transmitted	  1  2 
b. Effect of HIV on the immune system	  1  2 
c. Characteristics of HIV infection and/or AIDS  1  2 
d. High risk behaviors leading to 
HIV infection  1  2 
e. Low-risk behaviors leading to HIV infection	  2 1 
f. Prevention behaviors	  1  2 
g. Infection control methovls.ancl ptqce.cluses  1  2 
h. How to deal with an HIV infected 
student or staff member  1  2 
i. Social implications of the AIDS epidemic  1  2 
j. Legal issues regarding students or 
teachers with HIV  1  2 
k. Dealing with controversy regarding 
HIV/AIDS education  1  2 
4. What HIV /AIDS curriculum (curricula) do you use? 
Please specify. 
PLEASE GO ON TO THE NEXT PAGE. 
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5. How much time do you spend teaching HIV/AIDS education in your sixth grade classroom? 
(Circle one number.) 
1  LESS THAN 3 HOURS 
2  3 HOURS 
3 4-6 HOURS 
4  7-9 HOURS 
5  10-12 HOURS 
6 MORE THAN 12 HOURS 
6. Give the total number of minutes you spend on each of the following content elements in your sixth 
grade classroom? (Specify total minutes.) 
TOTAL MINUTES 
a. Causes of communicable diseases  min. 
b. How HIV is transmitted  min. 
c. The effect of HIV on the immune. system  min. 
d. Characteristics of HIV infection  min. 
e. High, low and no-risk behaviors associated 
with HIV transmission  min. 
f. Prevention methods available.  min. 
q. Personal behavior choices  min. 
h. Infection control methods  min. 
i. Social implications of AIDS.epidemic  min. 
7. How much time (in clock hours) was devoted to HIV/AIDS education in your pre-service training? (Circle 
one number.) 
1  LESS THAN 3 HOURS 
2  3 HOURS 
3  4-6 HOURS 
4  7-9 HOURS 
5  10-12 HOURS 
6 WARE THAN 12 HOURS 
8. Please indicate which curriculum elements were addressed in your ore-service HIV /AIDS 
education? (Circle one number for each.) 
YES,  NO, NOT 
COVERED  COVERED 
a. How HIV is transmitted  1  2 
b. Effect of HIV on the immune system  2 1 
c. Characteristics of HIV infection and/or AIDS  1  2 
d. High risk behaviors leading to HIV infection  1  2 
e. Low-risk behaviors leading to HIV infection  2 1 
f. Prevention behaviors  1  2 
g. Infection control methods and procedures  1  2 
h. How to deal with an HIV infected 
student or staff member  1  2 
i. Social implications of the AIDS epidemic  1  2 
j. Legal issues regarding students or teachers with HIV  1  2 
k. Dealing with controversy regarding 
HIV/AIDS education  1  2 
PLEASE GO ON TO THE NEXT PAGE. 
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9. Have you attended an Oregon Department of Education or Oregon Health Division sponsored inservice 
training on HIV/AIDS? (Circle one number.) 
1 NO 
2 YES 
9A. When was this inservice? 
19  YEAR )o-
9B. Which curriculum elements have been addressed in your inservice HIV/AIDS 
training? (Circle one number for each.) 
YES,  NO, NOT 
COVERED COVERED 
a. How HIV is transmitted  1  2 
b. Effect of HIV on the immune system  1  2 
c. Characteristics of HIV infection and/or 
and/or AIDS  1  2 
d. High risk behaviors leading to HIV infection  1  2 
e. Low-risk behaviors leading to HIV infection  1  2 
f. Prevention behaviors  1  2 
g. Infection control methods and procedures  1  2 
h. How to deal with an HIV infected student 
or staff member  1  2 
i. Social implications of the AIDS epidemic  1  2 
j. Legal issues regarding students or 
teachers with HIV  1  2 
k. Dealing with controversy regarding 
HIV/AIDS education  1  2 
10. Have you attended any other HIV/AIDS inservice sessions which were not provided by the 




10A. How much time (in clock hours) have you spent in HIV/AIDS education in 
inservice training? (Circle one number.) )1-
1  LESS THAN 3 HOURS 
2 3 HOURS 
3 4-6 HOURS 
4  7-9 HOURS 
5  10-12 HOURS 
6  MORE THAN 12 HOURS 
11. List which professional journals, if any, you regularly read? 
PLEASE GO ON TO THE NEXT PAGE. 
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12. List the professional associations, if any  , of which you are a member: 




I  )1.  13A. Was it an institution in Oregon? (Circle one number.) 
1 NO (Go to question 13.)  
r-2 YES  
136. How often do you act as a supervising teacher for a student 
teacher? (Circle one number.) 
1  ANNUALLY 
2 A TOTAL OF 5 OR MORE TIMES 
3 A TOTAL OF LESS THAN 5 TIMES 
4  I HAVE NEVER ACTED AS A SUPERVISING TEACHER 
14. Which junior high or high school will your students attend when they leave your school? 
15. Which of the following resources are available to the families in your community (within half 
a day's drive?) (Circle one number for each.) 
YES,  NO, NOT 
AVAILABLE  AVAILABLE 
a. Physicians	  2 1 
b. Hospital	  2 1 
c. Clinic	  2 1 
d. Public Health Nurse	  2 1 
17. Which resources have you used/consulted in teaching HIV/AIDS in your classroom? (Circle  one number 
for each.)	  YES,  NO, NOT  
CONSULTED  CONSULTED  
a. Oregon Health Division  
materials  1  2  
b. Videos	  2 1 
c. Physician	  2 1 
d. School nurse	  2 1 
e. Nurse practitioner	  2 1 
f. HIV /AIDS Support group	  2 1 
g. Pamphlets/brochures	  2 1 
h. Speakers	  2 1 
i. Teleconference on  
teaching HIV/AIDS  2  1 
PLEASE GO ON TO THE NEXT PAGE. 
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18. How often do you attend summer institutes or take credit classes at local colleges  or universities? 
(Circle one number.) 
1 EVERY YEAR 
2 ONCE EVERY TWO OR THREE YEARS 
3 ONCE EVERY FOUR OR FIVE YEARS 
4 RARELY 
5 NEVER 
19. Please describe the teaching role in which you work with sixth grade pupils. (Circle	  one number.) 
1 MULTI-GRADE CLASSROOM 
2 SELF-CONTAINED SIXTH GRADE CLASSROOM 
3 SUBJECT SPECIALIST (Designate which subject areas.) 
4 OTHER (DESCRIBE) 
20. When was the last time you took a credit course pertaining to your teaching assignment? (Circle  one 
number.) 
1 WITHIN LAST 12 MONTHS 
2 1-2 YEARS AGO 
3 3-4 YEARS AGO 
4 5-6 YEARS AGO 
5 OVER 6 YEARS AGO 
21. In what context do you implement HIV/AIDS education in your assignment? Circle one number for each.) 
YES  NO 
a. As a part of a comprehensive health education  1  2 
b. Integrated into another subject area  1  2 




23. When were you born? 
YEAR 19 
24. What is your gender? (Circle one number.) 
1 MALE 
2 FEMALE 





5 OTHER (describe) 
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PROFESSIONAL INFORMATION 
26. How many years have you taught in the district in which you are now employed? 
YEARS 
27. How many years have you taught public school in Oregon? 
YEARS 
28. What is the total number of years you have been teaching? 
YEARS 
29. Are you employed full time or part time? 
1 FULL TIME  
2 PART TIME  
30. What is your highest degree? (Circle one number.) 
1 BACCALAUREATE 
2 BACCALAUREATE PLUS ADDITIONAL HOURS (BUT NOT A MASTER'S) 
3 MASTER'S 
4 DOCTORAL CANDIDATE 
5 DOCTOR'S DEGREE 
6 OTHER (describe) 
31. Please state the institution where you earned your teaching credential and the year it was awarded. 
INSTITUTION  
19  YEAR AWARDED  
COMMUNITY INFORMATION 
32. How would you describe the political attitudes of the people in the community where you 
teach? (Circle one number.) 
1 VERY CONSERVATIVE  
2 CONSERVATIVE  
3 MODERATE  
4 LIBERAL  
5 VERY LIBERAL  
6 OTHER (describe)  
PLEASE GO ON TO THE NEXT PAGE. 
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33. How would you describe your own political attitudes? (Circle one number.) 




5 VERY LIBERAL 
6 OTHER (describe) 
34. How do you describe the predominant religious philosophies of your students' families in 
general? (Circle one number.) 
1 NON-OBSERVANT  
2 LIBERAL  
3 MODERATE  
4 CONSERVATIVE  
5 ORTHODOX/FUNDAMENTALIST  
6. DON'T KNOW 
35. How do you describe your religious philosophy? (Circle one number.) 
1 ATHEIST  
2 NON-OBSERVANT  
3 LIBERAL  
4 MODERATE  
5 CONSERVATIVE  
6 ORTHODOX/FUNDAMENTALIST  
7 OTHER (PLEASE SPECIFY)  
36. Which of the following best describes your religious preference? (Circle  one number.) 
1 NO PREFERENCE  
2 CHRISTIAN CATHOLIC  
3 CHRISTIAN PROTESTANT  
4 JEWISH  
5 ISLAMIC  
6 OTHER (PLEASE SPECIFY)  
37. Is there anything else you would like to tell me about your experiences with HIV/AIDS 
education ? 
THANK YOU FOR COMPLETING THIS SURVEY. 
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